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The various manifestations of allergy are 
being increasingly recognized, and are be- 
lieved to play some part in approximately 50 
per cent of the cases seen in medical practice. 
Ten per cent of these hypersensitive individ- 
uals require specific treatment for their 
allergic condition. This discussion will be lim- 
ited to that group of patients whose symp- 
toms are acute and demand prompt treat- 
ment. Some of these cases may be termed 
medical emergencies. 

Among the problems to be discussed are 
acute bronchial asthma, urticaria, angio- 
neurotic edema, allergic dermatoses of vari- 
ous types, and reactions following medical 
investigation and treatment. Some of these 
patients exhibit a definite state of shock. 


Diagnosis 


In these acute cases, the type of problem 
or reaction involved must be recognized when 
the patient is first seen, and the physician 
must rule out non-allergic entities which may 
present symptoms generally recognized as 
allergic in origin. 

A constitutional reaction, such as that 
which follows an overdose of pollen extract, 
may involve several organs at one time. There 
may be bronchial asthma, edema of the nasal 
mucous membrane, generalized urticaria, 
gastrointestinal distress (nausea, vomiting, 
diarrhea and cramps), and cerebral symp- 
toms or even unconsciousness. 

Prompt treatment is mandatory in those 
allergic patients having acute gastrointes- 
tinal symptoms. In such cases one must ex- 
clude acute appendicitis, particularly when 
there is a history of similar attacks. 


Read at the Watts Hospital Medical and Surgical Sym 
posium, Durham, North Carolina, February 15, 1951. 


From the Thomas Clinic, Richmond, Virginia. 
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ALLERGIC PROBLEMS DEMANDING PROMPT TREATMENT 


J. WARRICK THOMAS, M.D. 


Symptoms of bronchial asthma must be 
differentiated from those symptoms caused 
by bronchial obstruction or a foreign body 
in the trachea or bronchus. Convulsions, 
fainting spells, and severe headaches which 
are not of the migraine variety must be sepa- 
rated from true migraine. Reactions follow- 
ing the ingestion, insufflation, instillation, or 
application of a drug to which the patient is 
allergic must be distinguished from gastro- 
intestinal allergy, allergic dermatoses, or 
other allergic manifestations. The flare-up of 
a sinus infection must be differentiated from 
allergic rhinitis. One must consider non- 
allergic conditions involving the central nerv- 
ous system before diagnosing an allergic re- 
action in the brain. 
Etiologic Factors 

Medical treatments 

Among the many causes which may pre- 
cipitate an allergic emergency are medical 
treatments of various types. Acute reactions 
following such treatments may be immediate 
or delayed. 

Immediate reactions are frequently seen 
in the highly sensitized individual after nasal 
medication with various astringents, includ- 
ing cocaine and ephedrine-like nasoconstric- 
tors. Such reactions may be characterized by 
a profuse rhinorrhea, marked congestion, 
and edema of the entire mucous membrane 
of the nostrils, postnasal drip, a secondary 
pressure or vaccum headache, and sometimes 
involvement of the mucous membrane of the 
eyes. Constitutional reactions with accom- 
panying shock frequently follow intravenous 
pyelograms and the instillation of medicines 
or dyes into the urethra or bladder. The oral 
administration of drugs may produce acute 
angioneurotic edema of the glottis and the 
adjacent mucous membranes following actual 
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contact of these membranes with the drugs. 

Thomas and Fenton" have reported sey- 
eral cases of drug reaction, including three 
deaths, following the use of Pontocaine. Four 
reactions occurred in patients who were be- 
ing prepared for bronchoscopic examination, 
and three followed local use of the drug be- 
fore gastroscopic examination. 

Reactions following the intravenous ad- 
ministration of drugs are of varying intens- 
ity. They may be encountered in apparently 
normal individuals with no history of drug 
allergy, or in patients who are receiving 
emergency treatment for status asthmaticus 
with such drugs as aminophylline, intra- 
venous procaine, or intravenous Demerol. 

Serum sickness is an allergic reaction to 
the parenteral administration of foreign se- 
rum. Usually this condition is characterized 
by an incubation period, skin eruption, ede- 
ma, polyarthritis, and enlargement of the 
glands. Severe asthma is sometimes second- 
ary to serum sickness. There are three types 
of serum sickness: 

1. The immediate explosive reaction, 
which usually occurs when the serum is re- 
injected after the usual incubation, within 
four months following the initial injection. 

2. The accelerated reaction which scree sat 
ately follows a reinjection. 

3. Serum atopy, which is seen in patients 
who have received no prior serum but who 
are sensitive to horse dander. Careful testing 
is necessary to avoid severe constitutional re- 
actions from the administration of serum, 
and to protect the patient from a generally 
recognized cause of unnecessary deaths”). If 
scratch or conjunctival tests are used, they 
should be carried out before any skin tests 
are performed. If evidences of hypersensi- 
tivity are found, the tests should be followed 
by desensitizing doses of serum. 

One may observe delayed reactions from 
hyposensitization treatments with inhalants, 
molds, bacterial vaccines, or fungous ex- 
tracts. These reactions appear within twelve 
to forty-eight hours after injection and may 
produce symptoms involving one or more 
shock tissues. 


Sensitization studies 

Various types of reactions can follow skin 
testing. It is the opinion of most allergists 
that scratch tests should precede intradermal 
tests. When skin testing is done in highly 
sensitized individuals—especially those hav- 
ing a dermatologic allergy, patients ill at the 
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time of testing, and young children—it is 
well to keep in mind the advantages of using 
passive transfer tests. 

Certain acutely sensitized individuals, es- 
pecially those with multiple pollen sensitivi- 
ties, may have a constitutional reaction fol- 
lowing scratch tests with pollens. Such re- 
actions sometimes follow scratch tests with 
certain highly allergenic foods, such as cot- 
tonseed, nuts, buckwheat, and sea foods. Oc- 
casionally a patient who exhibits a negative 
scratch test will have a generalized reaction 
following intracutaneous testing with the 
same material. Waldbott® has reported this 
occurrence, and I have observed it many 
times. 

Another kind of reaction, which may be of 
the immediate type, sometimes follows intra- 
cutaneous or endermic testing. It is charac- 
terized by angioneurotic edema, urticaria, 
marked nasal congestion and asthma. 

A third type of reaction is seen following 
patch tests in patients with a localized derma- 
titis who are acutely sensitive to the par- 
ticular material being tested. A generalized 
constitutional reaction can follow patch-test- 
ing in such a case. 

Ophthalmic or conjunctival tests are some- 
times employed to test a patient’s sensitivity 
to pollens or to immune serum—especially 
horse serum, such as tetanus antitoxin. These 
tests may produce a marked localized re- 
action with a severe edema of the conjunc- 
tivae, giving the appearance of a gelatinous 
mass about the limbus, and even suggesting 
exophthalmos; there may also be edema of 
the tissues adjacent to the eyes. In addition to 
this localized response, more generalized re- 
actions, such as hay fever and bronchial 
asthma, may occur. 


Allergens in the patient’s own environment 


Severe constitutional reactions are some- 
times seen in patients who have encountered 
certain allergenic materials in their environ- 
ment. A typical example is that of the little 
boy who had a severe constitutional reaction, 
with asthma and cyanosis, after playing 
around the abelia bushes in his yard and get- 
ting some of the pollen in his eye. Although 
there was no previous history of sensitivity 
to this pollen, it touched off an allergic emer- 
gency. 

Occupational contacts may precipitate an 
allergic emergency; for example, fumes en- 
countered at work may cause severe bron- 
chial spasms. The ingestion of a commonly 
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administered drug like aspirin may be fol- 
lowed by acute edema of the mouth and 
glottis, severe asthma, or severe urticaria. 
Severe urticaria, contact dermatitis, or ede- 
ma of the face and adjacent tissues, requiring 
emergency treatment, can follow the use of 
various cosmetics. Ingestion of a food to 
which the patient is allergic may produce 
acute gastrointestinal distress, nausea, vom- 
iting, diarrhea, migraine, asthma, urticaria, 
and even unconsciousness. 


Insect or animal bites 


Some individuals are subject to constitu- 
tional reactions following insect bites’. 
There are reports in the literature of extreme 
shock resulting from bee or wasp stings, and 
of other less severe reactions following mos- 
quito bites. Less well known is the fact that 
bites from the red bug or “chigger” about the 
genitalia may cause marked angioneurotic 
edema which interferes with voiding. 


Respiratory Manifestations of Allergy 
Bronchial asthma 

Patients with severe asthma present a 
characteristic clinical picture. They may be 
in a state of marked collapse, with severe 
dyspnea or orthopnea. Pathologically, severe 
asthma is characterized by the production of 
tenacious mucus which blocks the bronchi, 
causing obstruction and spasm. Death usually 
results from asphyxiation per se. In most 
cases heart failure plays a very minor part, 
according to Lamson and Butt; and this 
opinion is shared by allergists in general. 

In severe bronchial asthma or status asth- 
maticus, hospitalization, preferably in a pri- 
vate room, is mandatory. Precautions to min- 
imize the patient’s exposure to such common 
allergens as dust and feathers should include 
the use of a rubber mattress and pillow, or 
dust-proof coverings over the mattress and 
pillow. Air-conditioning is helpful in con- 
trolling exposure to dust and pollen. 

Psychotherapy is important. The patient 
should be kept as quiet as possible and given 
plenty of reassurance. Many of these acutely 
ill patients feel that they are on their death- 
beds. 

The diet is dependent upon the severity of 
the patient’s symptoms, and upon any known 
food allergies. Nasal feedings through a 
Levin tube, which may be left in place for 
two or three days, is extremely important 
when the patient is too weak to eat and to 
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take adequate fluids. It is also simple to give 
oral medications through the tube. 

In those patients who are not taking ade- 
quate amounts of fluid by mouth, glucose may 
be given intravenously in a 5 to 10 per cent 
solution in water or normal saline. A 50 per 
cent solution of glucose may be combined 
with 0.1 cc. of epinephrine (a 1:1000 dilu- 
tion) and given slowly by vein. It is most im- 
portant to keep the patient in an optimum 
state of fluid balance. Intake and output 
charts are very useful for this purpose. 

The most important drug in the treatment 
of acute bronchial asthma is epinephrine. 
Every physician should always have this 
drug available in a 1:1000 solution for intra- 
muscular administration. Repeated small 
doses (0.2 cc. to 0.5 ec.) administered in 
multiple locations are preferable to larger 
doses. Large doses of epinephrine sometimes 
produce a local vasoconstriction, which pre- 
vents absorption of the drug. Gentle massage 
at the site of injection will facilitate absorp- 
tion. Epinephrine in either peanut oil or 
sesame oil has a more prolonged action ; how- 
ever, one has to recognize the possibility that 
a sensitivity to the oil may produce a further 
constitutional reaction. 

Epinephrine may also be administered 
intravenously. It is preferable to give it as an 
infusion, in 500 to 1000 cc. of glucose or 
saline. One must always remember that some 
patients have a very limited tolerance to this 
drug, and may exhibit an epinephrine re- 
action. 

Epinephrine in a 1:1000 solution may be 
given by nebulization. Norisodrine Sulphate 
(Abbott’s) may be administered in an Abbott 
Aerohaler, using cartridges of 10 or 25 per 
cent powder. This is to be inhaled cautiously 
in the beginning, and the 10 per cent powder 
should be employed first in an effort to es- 
tablish a dosage. 

Aerolin Compound (Lilly) may be admin- 
istered the same way as a 1:1000 solution of 
epinephrine, using a DeVilbiss no. 40 nebu- 
lizer. When any type of inhalation therapy 
is employed, one should instruct the patient 
to gargle with water immediately after- 
wards, since these drugs will dry the oral 
mucous membrane and frequently cause a 
secondary cough. 

Ephedrine or racephedrine may be given 
in doses of 24 to 48 mg. (3/8 to 3/4 grains), 
either alone or in combination with a sedative 
such as a barbiturate or possibly chloral hy- 
drate. This type of drug is usually necessary 
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to obtain a response to the drug. Some pa- 
tients are made extremely nervous by ephed- 
rine, and in some cases it interferes with 
voiding by causing spasm of the vesicle 
sphincter. Certain of the racephedrines have 
fewer side effects than ephedrine. Racephed- 
rine and ephedrine have been given in combi- 
nation with antihistaminics such as Hydrillin 
and Histadyl. 

Aminophylline is one of our most import- 
ant therapeutic agents. It may be given intra- 
venously, orally, rectally, or intramuscularly 
(as a last resort, for these injections are very 
painful). In adrenalin-fast patients, amino- 
phylline may be used temporarily until adren- 
alin again becomes effective. After repeated 
use patients build up a tolerance to this drug 
also. 

For intravenous administration, amino- 
phylline is put up in ampules of 10 and 20 cc., 
containing 0.25 and 0.5 Gm. (134 and 714 
grains) respectively. The dose is one to two 
ampules, and the solution should be given 
very slowly, preferably at the rate of 1 cc. 
per minute. Patients will complain of a sen- 
sation of heat and sometimes of pain in the 
back when the drug is given too rapidly. Oc- 
casionally improvement will be noted before 
all of the drug has been administered. Some 
patients, after taking aminophylline, com- 
plain of rather severe headache which may 
last for several hours. Nausea is one of the 
most frequent reactions, and many patients 
cannot take this drug because of protracted 
nausea and vomiting. Rectal aminophylline 
may be given in a suppository or by’ dissolv- 
ing 0.5 Gm. in 45 cc. of water and administer- 
ing it as a retention enema. This can be given 
alone or in combination with phenobarbital 
sodium or chloral hydrate. Rectal adminis- 
tration may have an advantage over the 
intravenous route, as it lessens the possibility 
of dizziness and faintness, and patients can 
be taught to administer it themselves. 

Isuprel may be given sublingually in doses 
of 5 to 25 mg., or as Isuprel aerosol in a 1:200 
dilution. 

With the possible exception of Demerol, it 
is preferable not to give opiates to patients 
acutely ill with asthma. Opiates inhibit na- 
ture’s mechanism for eliminating mucus 
from the bronchial tree, and frequently act 
as respiratory depressants. Nausea, vomit- 
ing, and marked itching of the nose are re- 
actions which may cause patients further dis- 
tress. It is true that opiates sometimes induce 
rest, but in general they are more harmful 
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than beneficial. Demerol may be the excep- 
tion, and is given subcutaneously in doses of 
50 to 100 mg. On occasion the cautious intra- 
venous administration of 100 mg. in 1000 cc. 
of either glucose or saline might be justified ; 
in general, however, this method of adminis- 
tration should be discouraged. 

Steam inhalations with compound tincture 
of benzoin are desirable, particularly if the 
patient is having asthmatic bronchitis. 

Therapy with ACTH or cortisone may be 
considered in critically ill patients. These 
drugs should be administered with great 
caution, in total dosages of 300 to 1200 mg. 
In my experience, the best results have been 
obtained from replacement therapy with 
cortisone rather than ACTH. Exacerbations 
and remissions are rather frequent with this 
type of therapy. I have observed patients who 
have been on cortisone for as long as six 
months, receiving 25 to 200 mg. a week, with- 
out any side effects or reactions and with 
sustained improvement. This drug, however, 
should be administered with extreme caution 
and by experienced clinicians. 

Other drugs which are often helpful in the 
management of bronchial asthma include 
expectorants, sedatives, antibiotics, antihis- 
taminics, antispasmodics, vitamins, and sup- 
portive drugs such as digitalis. A saturated 
solution of potassium iodide is one of the best 
expectorants. It should be given three times 
a day, in doses of 10 to 40 drops well diluted 
in water, or taken in cough mixtures. Sodium 
iodide given intravenously has been proved 
to be very satisfactory. The total daily dose 
is gradually built up from 1.0 to 6.7 Gm. (15 
to 100 grains). Enteric coated ammonium 
chloride tablets, 0.5 to 1.0 Gm. (71% to 15 
grains) every four hours are good if the pa- 
tient can tolerate them. Robitussin (Robins’) 
which contains glyceryl guaiacolate, is bene- 
ficial as an expectorant in doses of 50 to 500 
mg., and is palatable. 

Antihistaminics in dosages varying from 
1 to 100 mg. every few hours are usually 
tolerated, and may be beneficial in control- 
ling the nasal congestion and discharge; at 
times, however, they may create an abnormal 
dryness which initiates coughing or aggra- 
vates the patient’s asthma. 

Chloral hydrate in dosages of 15 to 20 
grains, given by mouth or by rectum, alone or 
combined with sodium bromide in dosages up 
to 40 grains, is efficacious as a sedative. 
Barbiturates, including Nembutal, Seconal, 
sodium phenobarbital, Amytal, and Sodium 
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Amytal, are worth consideration. Paralde- 
hyde given rectally, and occasionally intra- 
muscularly, in dosages of 2 to 10 ec., is of 
value in relaxing a patient. The intravenous 
use of barbiturates as anesthetic agents is 
contraindicated. These patients are at times 
so ill and exhausted that the margin of safety 
is too narrow. 

Ether, administered by inhalation, intra- 
venously, or rectally, sometimes serves as a 
means of relaxing acutely ill asthmatic pa- 
tients. If the inhalation method is used, it 
should be given by a competent anesthetist. 
Ether may be mixed with an equal amount 
of oil and administered by rectum. The dose 
is 5 to 7 ounces of the mixture for adults and 
114 to 2 ounces for children. Sweet oil, olive 
oil, cottonseed oil, or peanut oil may be used, 
but care must be exercised to prevent the pa- 
tient from receiving an oil to which he is 
allergic. Retention enemas should be admin- 
istered very slowly, using a small catheter in 
an effort to prevent the patient from expell- 
ing the material. A rebreathing tube should 
always be available when ether is adminis- 
tered, as marked relaxation may cause the 
patient’s tongue to obstruct the passage. 

Avertin anesthesia does not have as wide 
a margin of safety as ether in oil; however, 
it may be administered to adults in doses of 
60 to 90 mg. per kilogram of body weight. 
Relaxation and rest are essential for these 
acutely ill asthmatics, and Avertin gives the 
patient a sense of well-being and lets him 
rest comfortably. This, too, should be admin- 
istered by an anesthetist. Coramine and other 
stimulants should always be at hand to 
counteract the effects of overdosage of the 
drug. 

Oxygen may be administered by one of 
several methods. The rate of flow should be 
7 to 4 liters per minute, depending upon the 
degree of cyanosis and the condition of the 
patient. Hoods may be used for patients lying 
flat in bed, but in my experience they are not 
well tolerated by adults. Nasal oxygen may 
be given by catheter or by the open or closed 
mask. At times a positive pressure mask is 
beneficial. The tent is felt by many to be the 
most desirable method of administration 
since patients often object to masks, hoods, 
and nasal tubes. The temperature in the tent 
should be maintained around 72 degrees, de- 
pending on the patient’s preference. A cool- 
ing system may be necessary if the tempera- 
ture of the room is too warm. 

A combination of helium and oxygen (20 
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per cent oxygen to 80 per cent helium) is 
more effective than oxygen alone. This mix- 
ture enables the patient to breathe more com- 
fortably with less effort. It is administered 
by the same method used for oxygen alone. 

Bronchoscopy to remove tenacious mucus 
plugs may be a life-saving measure. A local 
anesthetic is not necessary when broncho- 
scopy is performed in patients with severe 
asthma. If one is used, it should be employed 
with caution, as these agents sometimes 
cause fatal reactions". 


Miscellaneous respiratory conditions 


Asthmatic bronchitis is handled in the 
same way as bronchial asthma, with the ad- 
dition of antibiotic agents. The choice of a 
particular antibiotic depends upon the organ- 
ism present and the history of the case. It is 
preferable not to use the slowly absorbed 
forms of penicillin. Crystalline aqueous 
penicillin is responsible for fewer complica- 
tions. It may be given alone or combined with 
procaine in doses of 300,000 to 800,000 units 
per day. Aureomycin, Chloromycetin, and 
terramycin may be given in dosages of 50 to 
250 mg. every three or four hours, day and 
night, for several days. The dose and dura- 
tion of treatment depend upon the age of the 
individual and the nature of the infection. 

Allergic bronchitis rarely constitutes an 
emergency. Occasionally, however, patients 
have a severe, recurring paroxysmal cough. 
Usually there is no associated dyspnea, 
wheezing, or infection. 

Active bronchiectasis which is accom- 
panied by fever warrants immediate treat- 
ment in the acute phase. Allergic bronchitis 
is an etiologic factor in a large percentage 
of the cases of bronchiectasis. Therapy must 
be directed toward controlling the patient’s 
allergy as well as the infection. Thomas, Van 
Ordstrand, and Tomlinson’ reported 190 
consecutive cases of bronchiectasis, in one- 
half of which a major allergy of the respira- 
tory tract was present. In this group the best 
response was obtained when the use of sul- 
fonamides was combined with treatment for 
allergy. 

Hay fever and perennial allergic rhinitis 
are rarely medical emergencies, but patients 
with acute seasonal hay fever demand prompt 
relief. Control measures include the use of 
antihistaminics and hyposensitization with 
pollen extracts. In general the use of nose 
drops is discouraged. However, eve drops 
containing boric acid (0.65 Gm.), epine- 
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phrine (8 cc. of a 1:1000 solution) and dis- 
tilled water (qs. ad 30 cc.) will offer the pa- 
tient considerable relief from itching. Anti- 
stine and other antihistaminic ophthalmic 
solutions and ointments are of limited value. 
The use of cocaine in eye drops or nose drops 

_is discouraged. Only small amounts should 
be used on rare occasions for acute hay fever 
or allergic rhinitis. 


Dermatologic Manifestations of Allergy 


In this discussion the term “allergic derm- 
atoses” will be limited to those conditions or 
diseases of the skin in which allergy is of 
etiologic importance. 

The eczematous reaction of the skin is one 
of an inflammatory type which may be de- 
scribed under the headings of occupational 
eczema, dermatitis venenata, eczematous 
dermatitis, or contact dermatitis. In this con- 
dition the epidermis is primarily involved by 
an edematous lesion, whereas the lesion of 
atopic dermatitis usually is located in the 
upper layers of the corium, particularly in 
the area of the capillary loop, and the pri- 
mary lesions of urticaria are usually in the 
deeper layers of the corium. In diagnosing 
the dermatologic manifestations of allergy, a 
complete and detailed history is of paramount 
importance in order that we might bring out 
the atopic basis for the dermatitis. The char- 
acter and distribution of the eruption are 
important in the differential diagnosis. The 
presence of vesicular lesions on exposed areas 
of the skin strongly favors the consideration 
of a contact dermatitis, whereas the lesions 
of an atopic eczema with lichenification 
usually involve the flexural areas. 


Atopic dermatitis 

The term “atopic dermatitis” has syno- 
nyms, including “atopic edema,” “allergic 
eczema,” and “neurodermatitis.” In general, 
these terms all designate an inflammatory 
condition of the skin which is characterized 
by lichenification and thickening that is 
flexural in distribution, occurs in atopic indi- 
viduals, and results from a specific sensi- 
tivity to allergens that are usually water 
soluble. Atopic dermatitis is found in indi- 
viduals whose immunologic processes differ 
in certain respects from those of a normal 
person. These patients usually give a history 
of asthma, hay fever, or atopic dermatitis 
which appears to be hereditary. Atopic derm- 
atitis may be subdivided into three stages, 
seen in various groups: (1) infantile atopic 
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dermatitis (atopic eczema); (2) juvenile 
atopic dermatitis; and (3) the atopic derm- 
atitis or disseminated neurodermatitis of the 
adult. 


Contact dermatitis 


“Contact dermatitis” involving the epi- 
dermis” is produced by contacts with ex- 
ternal irritants. It is predominantly charac- 
terized by a vesicular type of eruption. 

Symptoms are most often sudden in onset; 
the areas first affected are usually the ones 
most severely involved and are those which 
receive the greatest exposure to the causative 
agent. In the acute stages, erythema is 
usually limited to the area of contact, and is 
associated with edema, vesiculation, oozing, 
and crusting. This type of dermatitis may be 
seen in combination with atopic dermatitis 
and other dermatoses resulting secondarily 
from treatment. Chronic lesions exhibit scal- 
ing, thickening and lichenification. The his- 
tory, again, is of paramount importance, as 
it enables one to make the diagnosis and elim- 
inate the causative agent, thus taking the 
first and most important step toward control 
of the lesions. 

It is not always possible to eliminate the 
causative factors in the beginning, and hyper- 
sensitization should be considered when plant 
and animal emanations are etiologic agents. 
In such instances oil extracts are used most 
often. Symptomatic treatment'*’ should be in- 
stituted promptly in all cases seen in the 
acute or subacute stages. By prompt treat- 
ment many cases are brought under control 
before they become chronic or intractable. 


In the acute form, where there is weeping 
or edema, cold wet dressings are of value. 
In the absence of infection, Burow’s soaks 
(4 Gm. of Burow’s powder to 1000 cc. of 
water) is recommended when infection is 
present. Potassium permanganate in a dilu- 
tion of 1:2000 to 1:6000 is beneficial, and 
should be applied as warm, wet dressings. 
Lotions of various types may be alternated 
with wet dressings. Those considered include 
calamine lotion, with or without phenol, men- 
thol, camphor and liquor carbonis deter- 
gents; and calamine liniment or ointment 
may be used if lesions are dry. 

For the treatment of the subacute form, 
boric acid ointment (10 per cent) or zinc 
oxide ointment has been found to be of value. 

In the chronic type, where there is scaling, 
an ointment which may contain chrysarobin 
(2 to 4 per cent) resorcinol (4 to 10 per cent) 




















July, 1951 RESPIRATORY 
or salicylic acid (2 per cent) is beneficial. 
Roentgen therapy in fractional doses of 75 r 
given at weekly intervals for a period of ten 
treatments or less is of distinct value. This 
therapeutic aid may be used in both the acute 
and the chronic stages. 

Urticaria and angioneurotic edema 

We are all familiar with the characteristic 
lesions of urticaria and those of angioneu- 
rotic edema, which may be called giant urti- 
caria. Etiologic factors include foods, inhal- 
ants, contactants, drugs, ingestants, nervous 
and psychogenic factors, intestinal parasites, 
infectious foci, endocrine upsets, and insect 
bites. Therapy is directed at the etiologic 
factor, and must be based on a detailed his- 
tory. 

Symptomatic treatment of the acute stages 
of urticaria has been considerably simplified 
since the advent of the antihistaminics. One 
must not forget, however, that some of these 
drugs may produce an exacerbation of the 
lesions. The dose varies from 2 to 5 mg., de- 
pending upon the antihistamine used, and the 
interval between doses is governed by the 
severity of the involvement. Other therapeu- 
tic measures include epinephrine and ephed- 
rine preparations, intravenous calcium, and 
eradication of infections. Hospitalization is 
necessary in severe cases. 


Allergic drug reactions 

Most dermatoses produced by the internal 
action of drugs are termed drug eruptions. 
The responsible drugs may be divided into 
simple chemicals, either natural or synthetic, 
and complex mixtures—serums, vaccines, ex- 
tracts, and the like. Some drug eruptions may 
be toxic reactions resulting from cumulative 
effects; examples are keratoses and discolor- 
ation of the skin resulting from deposits of 
metal. Drug eruptions” may be characterized 
by systemic symptoms and the involvement 
of single or multiple organs. Among their 
manifestations are fever, lymphadenopathy, 
malaise, prostration, psychoses, encephalitis, 
retinitis, optic atrophy, asthma, leukemia, 
eosinophilia, anemia, thrombocytopenia, 
blood dyscrasias, hepatitis, nephritis, hema- 
turia, purpuric lesions, and even cardiac 
arrhythmia. 

Sometimes it is possible to determine the 
responsible drug from the character of the 
lesion. The diagnosis of drug reaction is fre- 
quently suggested by the sudden appearance, 
the symmetrical arrangement and more or 
less generalized distribution of the lesion, or 
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the presence of itching. The treatment con- 
sists in supportive measures and removal of 
causal allergens. 

Fungus eruptions 


Allergic manifestations of superficial 
fungous infections and eczematoid derma- 
toses of bacterial origin are called “derma- 
tophytid” and “bacterid.” The treatment of 
these manifestations is symptomatic, as the 
lesions are of short duration. Treatment of 
the underlying fungous infection will usually 
result in a rapid disappearance of the derma- 
tophytid. Prophylactic measures to prevent 
mycotic reinfection and a secondary allergic 
or id reaction are essential. One must exer- 
cise extreme caution when hyposensitization 
therapy with trichophytin or Oidiomycin is 
employed. Severe reactions to overdosage of 
these agents are not infrequent. 


Cerebral Manifestations of Allergy 


Bizarre cerebral symptoms such as head- 
aches, blurring of vision, epileptiform at- 
tacks, and transitory impairment of vision 
often seem to coincide with allergic reactions. 
This discussion will be limited to severe head- 
aches, both those of the migraine variety and 
other types. For the purpose of differential 
diagnosis, headaches are classified into the 
allergic and non-allergic types. 

In typical allergic migraine the headaches 
are recurrent and may be unilateral; they 
are accompanied by visual or gastrointestinal 
disturbances, and by pain of varying in- 
tensity. Attacks are not infrequently pre- 
ceded by an aura, and if treatment is insti- 
tuted when this warning occurs, severe symp- 
toms may be avoided. Drugs employed in the 
symptomatic treatment of migraine include 
Gynergen (ergotamine tartrate, found to be 
most effective when given by hypodermic in 
doses of 0.25 mg.) and Cafergone, which con- 
tains 1 mg. of ergotamine tartate and 100 
mg. of caffeine per tablet. It is most effective 
when one or two tablets are given in the 
early stages of migraine. Gastric lavage im- 
mediately following ingestion of a known of- 
fending food will often prevent an attack of 
migraine. Saline cathartics and colonic irri- 
gations are useful when a food or other agent 
has been in the gastrointestinal tract for 
some time. In a few instances, aspirin, Em- 
pirin Compound, Phenacetin, and other coal 
tar derivatives offer adequate symptomatic 
relief. However, narcotics in the form of 
codeine, morphine, dilaudid or Demerol may 
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be necessary. Inhalation of oxygen may be 
helpful, and barbituric acid derivatives such 
as Sodium Amytal, phenobarbital, Seconal, 
and Nembutal may enable the patient to sleep 
and thus control the symptoms. In general, 
however, the most important therapeutic 
consideration in migraine is the elimination 
of the causative allergen, which may be an 
inhalant or an ingestant. Hyposensitization 
with inhalants and with autogenous or stock 
vaccines may be helpful. General measures 
include the avoidance of fatigue and emo- 
tional upset, an adequate diet, and the use 
of glandular extracts (thyroid, pituitary, 
and so forth), dilute hydrochloric acid and 
bile salts. Surgical measures for the removal 
of foci of infection in teeth, gallbladder or 
tonsils, and even sympathetic ganglionectomy 
may be necessary. 

Headaches secondary to nasal obstruction. 
This type of headache may prove to be quite 
severe, demanding prompt therapy. It is felt 
in the frontal region, and may also be termed 
a sinus or vacuum headache. It is best re- 
lieved by the shrinkage of the nasal mucous 
membrane with one of the vasoconstrictors 
such as Neo-synephrine, ephedrine, Privine, 
or cocaine, administered locally. These should 
be prescribed with caution, as addiction is 
not infrequent, particularly with Privine. 
Hyposensitization and prophylactic therapy 
directed at the causative factors may prevent 
the recurrence of such headaches. 


Ocular Allergy 


Ocular allergies may be classified accord- 
ing to the structures involved in an allergic 
reaction. Acute dermatitis of the skin about 
the eyes may be atopic or contact in type; it 
includes blepharitis marginalis and hordeoli, 
which may have an allergic or infectious 
basis. Acute conjunctivitis, which may be 
either palpebral or bulbar is painful at times 
and is sometimes associated with involve- 
ment of the cornea. The phlyctenular or ulcer- 
ative type of conjunctivitis, characterized by 
hyperemic or ulcerated areas, is rather dis- 
tressing. In phlyctenular keratoconjunctivitis 
the involvement of the cornea may be super- 
ficial or deep, and multiple tiny ulcerations 
of the epithelial layer of the cornea may 
appear only after staining with fluorescin. 
These corneal infiltrations may be associated 
with chronic infection. If they are not treated 
promptly in a matter of hours, secondary 
scarring may lead to partial blindness. 

Local therapy for ocular allergies includes 
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the use of astringent eye washes and drops, 
hot or cold packs, and epinephrine or anti- 
histaminics, including Histady] in an aqueous 
solution or an ophthalmic ointment. The local 
application of cortisone has given encourag- 
ing results in selected cases of acute conjunc- 
tivitis, keratitis and iritis”’. Avoidance of 
the offending allergen is mandatory, and 
dietary restrictions and hyposensitization are 
worth while. After scarring or deep changes 
have occurred, treatment with Beta radium is 
of value when administered by an experi- 
enced person. Iritis may be treated with a 
course of cortisone or ACTH. 


Gastrointestinal Allergy 


Manifestations of gastrointestinal allergy 
include herpes of the lips, angioneurotic ede- 
ma of the mouth and throat, aphthous stoma- 
titis, abdominal discomfort, vomiting, hali- 
tosis, constipation, alternating diarrhea and 
constipation, intestinal cramps, nausea, pru- 
ritus ani, and symptoms such as burning of 
the mouth or rectum. A diagnosis of gastro- 
intestinal allergy depends upon the exclusion 
of the more common clinical entities, and a 
therapeutic test. 

Prompt treatment is just as essential for 
patients having severe pruritus ani or ex- 
tensive aphthous stomatitis as for those pa- 
tients with diarrhea or abdominal cramps. 
The treatment consists primarily in eliminat- 
ing the offending food, or occasionally the 
drug or inhalant, which may be the specific 
causative factor. The use of certain anti- 
spasmodics, such as atropine, belladonna and 
the barbiturates is helpful, and in the acute 
abdominal crises epinephrine in a 1:1000 
solution may be administered hypodermic- 
ally. Antihistaminics afford symptomatic re- 
lief for patients having an intolerance to 
certain foods. In acute angioneurotic edema 
of the mouth or pharynx, the local application 
of a 3 per cent solution of ephedrine or a 
1:1000 solution of adrenalin offers sympto- 
matic relief. 


Genito-Urinary Allergy 


Acute allergic reactions of the genito- 
urinary tract may simulate more common 
genito-urinary diseases. Characteristic symp- 
toms are frequency, burning, nervousness, 
nocturia, enuresis, ureteral colic, dysmenor- 
rhea, leukorrhea, and vulvar or penile irrita- 
tion. The diagnosis depends upon the exclu- 
sion of common causes. In cases of essential 
hematuria, one has to rule out a vitamin C 
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deficiency as well as purpura. An allergic 
reaction of the genitals may be caused by 
medication, contraceptives, or other contact- 
ants. 

When the diagnosis of genito-urinary al- 
lergy is substantiated by the presence of 
other frank allergies in the personal or fam- 
ily history, treatment is directed at elimina- 
tion of offending inhalants, foods, or drugs. 
Successful therapy requires close cooperation 
between the urologist and the allergist. Symp- 
toms may be controlled with sedatives, anti- 
spasmodics, anodynes, adrenalin, antihista- 
minics and atropine. 

A constitutional reaction secondary to drug 
therapy or to hyposensitization treatments 
may cause acute genito-urinary manifesta- 
tions of allergy, such as uterine cramps and 
bleeding. In such cases treatment must be 
modified to prevent a recurrence of such 
symptoms. 


Allergic Joint Disturbances 


A fairly high percentage of patients with 
rheumatoid arthritis have an allergic consti- 
tution. The possibility that bacterial sensi- 
tization might be an etiologic factor has 
prompted the use of autogenous or stock 
types of bacterial vaccines for desensitization 
or hyposensitization. In various joint dis- 
turbances the use of such vaccines has been 
followed by symptomatic relief, as well as 
general clinical improvement. 

Intermittent hydrarthrosis is an accepted 
allergic phenomenon characterized by swell- 
ing, pain, and fluid in the joints. A sensitivity 
to specific foods may produce this condition, 
and adequate dietary management may con- 
trol it completely. Similar reactions some- 
times follow exposure to a physical agent 
such as cold. There are many foods which 
may cause acute angioneurotic edema or 
swelling of various joints, and this type of 
reaction has to be treated with antihistaminic 
drugs or with epinephrine and ephedrine. 


Constitutional Reactions Coincident with 
Investigation and Treatment 


Constitutional reactions caused by allergy 
tests or overdosage of an extract or drug 
should be treated as follows: Have the pa- 
tient sit down or lie down, and apply a tourn- 
iquet proximal to the site of inoculation. In- 
ject 0.3 cc. of a 1:1000 solution of epine- 
phrine into the opposite arm, and the same 
dose into the site of inoculation. The tourni- 
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quet may be loosened at intervals, depending 
upon the patient’s symptoms. If anaphylactic 
symptoms recur, the tourniquet should again 
be tightened. The blood pressures could be 
checked from time to time, and if further 
allergic symptoms, (asthma, urticaria, angio- 
neurotic edema) appear, repeated small in- 
jections of epinephrine (0.2 cc.) should be 
given in various localities. These areas may 
be massaged. 

Ice cold compresses may be applied to urti- 
carial lesions or to the initial site of reaction. 
If a series of skin tests have begun to flare 
up, cold towels or compresses may be apptied 
to these areas. 

Occasionally the patient may have an ad- 
renalin reaction. When this occurs, chloral 
hydrate, 5 to 10 grains by mouth, or sodium 
bromide, 10 to 20 grains in half a glass of 
water, gives almost immediate relief. The pa- 
tient should be stretched out in a supine posi- 
tion, and a cold towel applied to the head. 

In order to avoid constitutional reactions, 
one must be extremely cautious about the 
dilution and dosage of extract given the pa- 
tient, the interval between doses, and the 
number of extracts given at any one time. 
The patient should be required to remain in 
the doctor’s office for half an hour or longer 
after receiving an injection, and should be 
advised against strenuous exercise for at 
least two hours after the treatment. If re- 
actions are frequent and tolerance is low, a 
patient may carry Isuprel tablets, 10 mg., for 
sublingual use; or he may keep Amodrine 
tablets or a preparation combining ephed- 
rine and a barbiturate for oral medication. 
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Every mother of a family, and every doctor in 
practice, firmly believes that the best bulwark 
against infection is good wholesome food. The as- 
sociation of tuberculosis with poverty and malnu- 
trition is particularly noteworthy. Editorial, Lancet, 
December 24, 1949. 
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THE RHINOLOGIC MANAGEMENT OF 
ALLERGY OF THE UPPER 
RESPIRATORY TRACT 


HARRY P. SCHENCK, M.D. 
PHILADELPHIA 


The rhinologic management of allergy of 
the upper respiratory tract assumes impor- 
tance, not only because numerous rhinologic 
abnormalities are due to allergy and many 
allergic manifestations are influenced by 
nasal and paranasal sinus pathology, but 
also because allergy of the upper respiratory 
tract is not always fully controlled by allergy 
measures alone. 

Neither the rhinologist nor the allergist 
will disagree with the rule that adequate al- 
lergy investigation, followed by adequate 
allergy measures, should inaugurate the man- 
agement of every individual afflicted with 
allergy of the upper respiratory tract. Those 
allergic patients who receive either satisfac- 
tory or permanent relief with allergy meas- 
ures alone do not need, and should not be 
subjected to, rhinologic procedures. It is only 
when desensitization, dietary controls, and 
environmental changes fail to control the 
symptoms, or when abnormalities of the nose 
and sinuses influence the course of bronchial 
asthma, eczema, and urticaria, that direct 
measures are indicated. 


Manifestations of Allergy in the Upper 
Respiratory Tract 


Allergy of the upper respiratory tract is 
an insidious cause of nasal and sinus disease. 
When it appears in the form of seasonal hay 
fever or pollinosis it is prone to leave no trace 
of tissue changes and, as a rule, is not com- 
plicated by secondary infection and the intro- 
duction of a bacterial factor in sensitization. 
Intermittent allergic rhinitis, appearing at 
brief and irregular intervals, subsides with- 
out residual tissue changes, and rarely is ac- 
companied by secondary infection. 

Perennial allergic rhinitis, however, is the 
most important respiratory allergy, as well 
as the most neglected and the least effectively 
treated”. It occurs more frequently than any 
other allergic affection of the respiratory 
tract, but in its early stages is so mild and 
inoffensive that medical assistance is sought 
only when secondary infection occurs in the 
paranasal sinuses, or mucous nasal polyps 
have formed, or when that most serious of all 


Read at the Watts Hospital Symposium, Durham, North Caro 
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allergic states—bronchial asthma—appears. 
A clear history of perennial allergic rhinitis 
can usually be obtained from patients with 
such allergic disorders as urticaria, eczema, 
and some forms of migraine. The majority of 
patients with asthma have had perennial 
allergic rhinitis for many years, and “intrin- 
sic asthma” is usually the late complication 
of a long neglected perennial allergic rhin- 
itis”, 
Causative Agents 

The primary allergic response in the upper 
respiratory tract appears in the mucosa and 
stroma of the inferior and middle turbinates, 
and is initiated by direct contact with an 
allergen which has gained entrance to the 
nasal passages, or by the more indirect con- 
tact with blood-borne antigens, absorbed 
from the gastrointestinal tract. In sensitized 
individuals, absorption of foods or drugs 
from the gastrointestinal tract frequently is 
followed by a positive response in the turbi- 
nal tissue, but the role of blood-borne aller- 
gens has been overshadowed by the more 
prompt and obvious effects of air-borne 
allergens. 

A characteristic granular, pale stippling 
of the posterior portion of the middle turbi- 
nate is often the first evidence of food sensi- 
tization to appear in the upper respiratory 
tract. While inhaled and ingested substances 
are the most comnion causative agents, in- 
jected substances (animal sera, allergens, 
endocrine products), physical agents (heat, 
cold, sunlight, barometric pressure), non- 
specific irritants (gases and_ chemical 
fumes), endocrine substances (products of 
endocrine dyscrasias), psychosomatic fac- 
tors, and infection (bacteria or their prod- 
ucts) are capable of precipitating typical 
allergic reactions. 

Tissue Changes Due to Allergy 

The primary allergic changes in the turb- 
inates consist of thickening and hyperplasia 
of the epithelium, edema of the basement 
membrane, and edema and eosinophilic infil- 
tration of the stroma. These tissue changes 
are directly due to vascular phenomena which 
are precipitated by the contact of a specific 
allergen with sensitized tissue. The train of 
events is as follows”): 

1. The arterioles contract, blocking the 
circulation. 

2. The consistency of the endothelium is 
altered so that leukocytes adhere to the walls 
of the capillaries and venules in large num- 
bers. 
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3. The leukocytes emigrate into the sur- 
rounding tissue. 

4. The leukocytes adhere to each other, 
forming leukocytic thrombi and frequently 
occluding venules and capillaries. 

5. Rapid increase of intercellular fluid, 
due to increased permeability of the capillary 
walls. 

The gross changes in the mucosa of the 
nasal passages and the paranasal sinuses are 
the result of these basic vascular phenomena. 
While they appear first in the turbinal tissue, 
the mucosa of the ethmoid air cells and the 
maxillary sinuses soon participates in the 
allergic response because of its intimate vas- 
cular connections with the inferior and 
middle turbinates. The frontal sinuses tend 
to become involved much later, and to a lesser 
degree, because they are less intimately re- 
lated with the turbinate bodies. 

Allergic changes in the soft tissues of the 
sphenoid sinuses are comparatively rare, be- 
cause the orifices of these air spaces are still 
more remote. When surgical intervention be- 
comes necessary, the ethmoid cells and the 
maxillary sinuses are most likely to require 
intervention, while the frontal and sphenoid 
sinuses are rarely molested. 

Since allergic rhinitis of a seasonal or 
transient character fails to induce permanent 
tissue changes, the nose and sinuses return to 
normal after each attack. In contrast, the 
allergic edema of the perennial type persists 
until irreversible tissue changes are in- 
duced: diminished or lost ciliary action de- 
prives the mucosa of its normal function in 
propelling the mucous secretion toward the 
sinus ostia, and thence to the nasopharynx; 
simple allergic edema is replaced by pallid 
and firmer tissue; allergic edema, coinciding 
with intercurrent infection during the colder 
months of the year, facilitates the acquisi- 
tion of complicating infectious sinusitis, 
acute or chronic, with further hyperplastic 
changes in the mucosa. The late stage of 
perennial allergic rhinitis is characterized 
by the appearance of mucous polyps, which 
may be unnoticed until one or both nostrils 
become totally obstructed. 

The abnormalities encountered within the 
sinuses vary in degree according to the dura- 
tion of the allergy and the presence or ab- 
sence of secondary infection. In general, 
these are: 

1. Simple edema of the lining membrane, 
which is transient and disappears when the 
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allergen is withdrawn or desensitization is 
accomplished. 

2. Permanent hyperplasia of the lining 
membrane. 

3. Polypoid degeneration of the lining 
membrane. 

4. Cystic degeneration of the lining mem- 
brane. 

5. Secondary infection frequently accom- 
panied by loculated abscesses of a fluid level. 

6. Necrosis of the hyperplastic membranes 
with complete loss of histologic structure. 

7. Absorption of bone about the involved 
soft tissues. 

Diagnosis 

Investigation of allergy of the upper res- 
piratory tract should include the following: 

1. A complete and painstaking history. 

2. Thorough allergy investigation by a 
competent allergist. 

3. Thorough clinical investigation of the 
upper respiratory tract, including examina- 
tion of the turbinates, before and after vaso- 
constriction, using a good light and a nasal 
speculum; nasopharyngoscopic examination, 
and the examination of the nasopharynx with 
a post-rhinoscopic mirror or Beck’s pharyn- 
goscope. 

4. Transillumination. 

5. Roentgenologic examination, with and 
without opaque media. 

6. Examination of the cytology of nasal 
and sinus secretions. Eosinophilia is the rule 
in uncomplicated allergy, while neutrophilia 
is the rule in infection. Allergy complicated 
by infection presents a mixed picture and one 
difficult to evaluate. Moreover, eosinophils 
are absent during those intervals when there 
is no allergic reaction, even though the tissue 
changes persist. 

Medical Management 

The rhinologic management of allergy of 
the upper respiratory tract aims to accom- 
plish the following: 

1. Effect symptomatic relief. 

2. Restore physiologic function. 

3. Prevent progressive tissue changes. 

4. Prevent or eliminate infection. 

5. Correct contact areas. 

6. Provide an adequate olfactory space. 

It is necessary to provide some measure of 
relief to those patients in the throes of active 
nasal allergy, or during the interval when de- 
sensitization is in progress, or when allergy 
measures fail. Topical applications and oral 
or parenteral administration of various ther- 
apeutic agents may enable the harassed pa- 
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tient to carry on many normal activities even 
though they do not afford complete relief. 


Drugs 

The topical use of drugs should be confined 
to sprays, because cotton pledgets and appli- 
cators merely irritate further the already un- 
stable nasal tissues. The agents are dissolved 
in normal saline or a 5 per cent solution of 
glucose. Ephedrine sulfate (1 to 3 per cent 
solution), Neo-synephrine (.25 to 0.5 per 
cent solution) and Propadrine (1‘to 3 per 
cent solution) are efficient vasoconstrictors. 
Privine (0.1 per cent for adults and 0.05 per 
cent for children) is promptly positive in 
action, but may be followed by excessive 
secondary relaxation. A most useful spray 
consists of : 


Cocaine hydrochloride.................. 0.6 Gm. (10 grains) 
Ephedrine hydrochloride.............. 0.6 Gm. (10 grains) 
Adrenaline chloride 

(1:1000 solution)........................ 1.3 ec. (20 minims) 
IGT EIM en ee 0.4 Gm. (6 grains) 
PT TO Ian ARRON ANCIOE oh ORR ool A Te S 90.0 ec. (3 ounces) 


Oral administration of drugs is often more 
effective in the control of nasal symptoms 
than topical applications. Ephedrine sulfate 
or hydrochloride, in doses of 24 mg. (3/8 
grain) three times a day, continues to be the 
drug of choice, unless side effects militate 
against its use. When rhinorrhea is especially 
marked, a capsule containing 24 mg.. (3/8 
grain) of ephedrine hydrochloride, 8 mg. 
(1/8 grain) of phenobarbital, and .15 mg. 
(1/400 grain) of atropine sulfate, is useful 
when administered three times a day. Potas- 
sium chloride in saturated solution, when 
given in doses of 0.6 to 2 Gm. (10 to 30 
grains) four times a day, produces only a 
temporary effect, which is dependent upon 
the transient shift in water balance. Its use 
is limited and unreliable. Ascorbic acid may 
be administered by mouth in daily doses of 
100 to 500 mg. with some benefit to an occa- 
sional hay fever patient, but in general it is 
valueless, except in persons with latent or 
subclinical scurvy. 

A large series of antihistaminic drugs are 
now available for the palliative treatment of 
nasal allergy. The search for histamine 
antagonists, stimulated by the concept that 
histamine plays a prominent role in ana- 
phylactic and allergic reactions, led to the 
introduction of Pyribenzamine and Benadryl, 
and later of numerous other compounds re- 
lated to them. Because of the multiplicity of 
side effects, considerable care must be em- 
ployed in the selection of antihistaminic 
drugs in order that a maximum of sympto- 
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matic relief is obtained with a minimum ef 
deleterious effect. It is also well to emphasize 
that prolonged administration of antihista- 
minic drugs may induce irreversible effects 
due to chronic toxicity, and thus involve the 
central nervous system, the genito-urinary 
system, and the hematopoietic system. 

Parenteral administration of drugs is also 
employed for temporary control of allergic 
symptoms of the upper respiratory tract. 
Subcutaneous injections of epinephrine in 
doses of 0.5 cc. are valuable for the immediate 
effects, which may then be prolonged by the 
oral administration of other drugs. 

Because of the suspected role of histamine 
in the mechanism of allergy, attempts have 
been made to produce a tolerance to hista- 
mine by repeated administration of this 
agent. The results are discouraging, and, 
when not totally ineffective, the method 
probably operates through a_ nonspecific 
action. 

ACTH and cortisone frequently ameliorate 
the symptoms, and in some instances induce 
marked regression in the allergic tissue 
changes, even to the extent of causing the 
disappearance of polyps. The effects are not 
permanent, and discontinuance of the drugs 
is followed promptly by reappearance of 
symptoms and the pathologic tissues pro- 
duced by allergy. 

All drugs thus far available are only tem- 
porary and palliative in action. There is little 
doubt that in many instances they diminish 
the rate at which the nasal and sinus mucosa 
undergo hyperplastic changes. Attempts to 
find a method of producing more prolonged 
effects have usually been limited to drastic 
local procedures. These aim to render the 
mucosa less sensitive to allergens and irri- 
tants, reduce the bulk of the turbinal tissues, 
and diminish the incidence of secondary in- 
fection by increasing aeration and drainage. 


Cauterization 


Chemical agents, such as 25 per cent tri- 
chloracetic acid, phenol, chromic acid and 
silver nitrate beads, and potassium hydroxide 
solutions have been used on the inferior and 
even middle turbinal tissue. Judicious use of 
chemical cauterization is occasionally useful, 
but the results are temporary. Septal perfor- 
ations tend to occur when caustic substances 
are applied to directly opposite portions of 


‘the septum, and therefore the chemicals 


should be applied with precision to turbinal 
tissue alone. 
The electrocautery, either applied along 
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the long axis of the turbinate to be treated, 
or introduced in the form of two long needles 
(bipolar electrode) directly into the turbinal 
tissue well below the mucosa, reduces the bulk 
of the turbinate and as a rule results in more 
prolonged effects than does chemical cauter- 
ization. 

Zinc ionization produces temporary pallia- 
tion which is sometimes surprisingly pro- 
longed. Considerable difference of opinion 
persists concerning the frequency with which 
the olfactory area is involved, with subse- 
quent loss of the sense of smell. In proper 
hands, zine ion transfer appears to be a 
relatively safe procedure. The membranes 
are cleansed of secretions, and, under local 
anesthesia, long fiber cotton tampons, 
thoroughly moistened with 1 per cent solution 
of zinc sulfate, are introduced into the nos- 
trils. Zinc wire is used as the active electrode 
and, after being introduced into the center of 
the tampons, is fastened in a headband. The 
negative pole is connected with a felt pad 
moistened with sodium chloride solution and 
attached to the arm, leg, or some other body 
surface. The completed circuit consists of a 
battery of cells to provide a galvanic or con- 
stant current, a milliammeter to measure the 
dosage, and rheostat to permit the gradual 
increase and decrease of current. The aver- 
age treatment has been estimated to require 
about 100 to 150 milliampere-minutes, the 
current being slowly increased to 5 to 15 
milliamperes. A weak current over a long 
period is more effective than a strong cur- 
rent over a shorter period, 


Surgical Management 


Surgical measures, when necessary, indi- 
cate failure of, or neglect to carry out, al- 
lergic measures. No single operative proced- 
ure is specific, and surgical intervention 
never is followed by alteration in the skin 
reactions or in the basic sensitivities. Each 
patient presents a special problem and de- 
mands a special solution. 

Preliminary investigation 

When the allergy investigation has been 
completed, it will be found that the case falls 
into one of three groups: (1) Allergy of the 
skin-sensitive type, as demonstrated by skin 
tests, patch tests, or elimination diets, which 
almost never requires surgery; (2) allergy 
of the non-skin-sensitive type, in which there 
is disease of the upper respiratory tract 
alone, with foci of infection and negative skin 
tests, and which most frequently demands 
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surgical intervention; and (3) allergy of the 
combined type, with both positive skin re- 
actions and foci of infection, which may or 
may not require surgical intervention, de- 
pending upon the prior trial of allergy meas- 
ures. y 

The most important nasal and sinus ab- 
normalities in allergic conditions have re- 
ceived fairly general recognition. 

1. Nasal anomalies such as septal spurs, 
ridges, and deviations, as well as various 
types of atresia, are important factors. 

2. Hypertrophies and hyperplasias may 
take place in the turbinates or the sinus 
mucosa or both, and the end stage is com- 
monly polyposis. Such tissue alterations may 
be due to allergy alone, infection alone, or to 
a combination of allergy and infection. 

Nasal anomalies, hypertrophies and hyper- 
plasias are in the main mechanical factors. 
They produce nasal obstruction which is fol- 
lowed by mouth-breathing, so that allergens 
ordinarily filtered out in the upper respira- 
tory tract gain immediate access to the lower 
respiratory tract. Abnormal lateral contacts 
in the nose lower the threshold of absorption, 
produce pressure reflexes causing discom- 
fort, headache and even asthma, and prolong 
local infections. In the presence of septal 
deviation, the more spacious side soon ex- 
hibits compensatory hypertrophy of the tur- 
binates, with subsequent interference with 
the integrity of the sinus ostia on that side. 
The loss of the olfactory space because of 
polyps or hyperplastic turbinal tissue is of 
serious moment in the asthmatic patient. 
Anosmia is soon followed by paroxysms of 
wheezing unrelated to the presence or ab- 
sence of allergens. Other reflexes appear to 
be initiated by mechanical factors in the re- 
gion of the sphenopalatine ganglion. 

3. Infection always intensifies allergic 
symptoms which are already present. Pri- 
mary infection may lead to bacterial sensi- 
tization, which in turn precipitates allergic 
manifestations; infection, secondary to the 
primary allergy, may likewise lead to bac- 
terial sensitization. 

Neither laboratory nor skin tests can be 
used to corroborate the theory of bacterial 
allergy, but considerable evidence has been 
gleaned by clinical observation: Acute in- 
fectious disease frequently precedes or ac- 
companies bronchial! asthma, allergic rhinitis, 
and sometimes urticaria and eczema; the 
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typical allergic symptoms can often be pre- 
cipitated by the administration of an auto- 
genous vaccine; in asthma induced by infec- 
tion, the blood eosinophilia is more marked 
and more consistent than in non-infective 
asthma; patients with so-called bacterial 
allergy give a clear-cut familial history of 
allergy. Infection may not only be one of the 
causes of asthma, but may also play an im- 
portant role in such cutaneous manifesta- 
tions of allergy as urticaria and eczema. 


Surgical procedures 

Surgical intervention should be confined to 
the restoration of physiologic function, the 
elimination of infection, and the restoration 
of the olfactory space. In seeking these ob- 
jectives, all normal mucosa must be pre- 
served, even though abnormal mucosa may 
be sacrificed with impunity. Operative fail- 
ures are usually due to insufficient patho- 
logic justification for surgery, to the pres- 
ence of sinus disease which is not the cause 
of the allergic symptoms, to incomplete or 
poorly performed operations, and to inade- 
quate postoperative care. 

The maximum improvement may not be 
obtained for six months or more after the 
final surgical procedure, and it is always un- 
wise to predict immediate relief of symptoms, 
Some immediate improvement may be due to 
the nonspecific effects of the surgical trauma 
and has been observed to follow not only op- 
erations on infected sinuses but also those 
involving the appendix, the gallbladder, or 
the mastoid process. 

The removal of nasal polyps is probably 
the most common operation in individuals 
with allergy of the upper and lower respira- 
tory tracts. Regression of polyps may be 
brought about by irradiation or the adminis- 
tration of ACTH or cortisone, but recurrence 
is inevitable without control of the underly- 
ing allergy. When polyps reach dimensions 
which indicate an irreversible tissue change, 
they must be removed. The snare should be 
engaged so as to separate the polyp as close 
to its base as practicable, and the base then 
cauterized with a 25 per cent solution of 
trichloracetic acid to delay the reappearance 
of polypoid change. 

The correction of minor septal abnormali- 
ties is rarely of value, but in the presence of 
major obstruction or constant contact areas, 
submucous resection is indicated. Where in- 
termittent contacts between the septum and 
turbinate tissue exists, pressure with a cotton 
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wound applicator will sometimes induce 
paroxysms of wheezing, and correction is in 
order. 

The maxillary sinus is often the seat of 
marked mucosal alteration in the allergic 
individual. Only too often irrigation of such 
an antrum is misleading, because the return 
fluid is clear, whereas at operation the sinus 
is found to be filled with polyps and hyper- 
plastic tissue, with loculated pus enmeshed 
at some distance from the site of puncture or 
the ostium of the spine. As a rule, roentgen- 
ologic studies, with and without opaque 
media, are an absolute essential for the eval- 
uation of the status of the maxillary sinuses 
of allergic patients. Hyperplastic tissue and 
masses of polyps progressively encroach upon 
the air-containing space, until the sinus is 
completely devoid of air. Thereafter the ab- 
normal tissues tend to undergo necrosis and 
eventual conversion into a putty-like sub- 
stance which demonstrates no cellular struc- 
ture when examined microscopically. Accom- 
panying these changes is the gradual absorp- 
tion of the bony wall of the antrum, which is 
demonstrable in roentgenograms. Irrigations 
of such antra, or even the construction of a 
nasoantral window, are now completely 
valueless, and it becomes imperative to evac- 
uate the contents of the sinus by the Caldwell- 
Luc operation. The construction of a large 
and permanent nasoantral window is an im- 
portant part of this procedure. 

If the olfactory space can be restored with- 
out the sacrifice of turbinal tissue or a por- 
tion of the ethmoidal labyrinth, little more 
need be attempted. Frequently, however, de- 
generation of the middle turbinate may be 
so extreme as to demand the removal of the 
entire structure. Complete exentuation of the 
ethmoid cells becomes necessary when there 
is evidence of complete filling of the cells 
with advanced bone absorption about them. 
Intranasal surgery suffices for these proced- 
ures, although on rare occasions the external 
approach of the Ferris Smith operation is to 
be preferred. 

Allergic changes in the mucosa of the 
frontal and sphenoidal sinuses are usually 
absent or minimal, and surgical intervention 
is required only in those infrequent instances 
when these sinuses are the seat of uncon- 
trolled infection with empyema. 


Summary 


Allergy is undoubtedly a cause of nasal 
and sinus disease. Perennial and seasonal] al- 
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lergies contribute to infections of the upper 
respiratory tract, and therefore must be 
treated, not merely for their own sake, but 
also to prevent acute and chronic infections, 
with their train of serious sequellae. Because 
of the role played by nasal and sinus abnor- 
malities, rhinologic measures continue to be 
an important part of the management of 
many patients with bronchial asthma and of 
some patients with urticaria or eczema. 
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SUPERIMPOSED INFECTIONS IN 
RESPIRATORY ALLERGY 


J. WARRICK THOMAS, M.D. 
RICHMOND, VIRGINIA 


Respiratory allergies and respiratory in- 
fections are closely related. Each may occur 
independently or in combination with the oth- 
er. Frequently, one will observe a definite al- 
lergic involvement of the nose and paranasa! 
sinuses, which is recurrently subjected to 
superimposed infections. 

Nasal allergies and infections must be dis- 
tinguished from the vascular and secretory 
disturbances of the nose arising from acute 
or chronic irritations of the nasal mucosa, 
such as one sees secondary to chemicals and 
other nonallergic conditions, including cere- 
brospinal rhinorrhea, tuberculosis, syphilis, 
and complications of endocrine disorders, 
avitaminosis, circulatory and renal dis- 
eases"), 


Allergy of the Nose and Paranasal Sinuses 


Chronic diseases of the nose and paranasal 
sinuses fall into three divisions. First is al- 
lergy or sensitivity to certain allergens or 
antigenic substances. Patients with this con- 
dition present symptoms such as sneezing, 
itching, obstruction, discharge, edema, eosin- 
ophilic infiltration of the involved tissues, 
and the presence of eosinophils in the secre- 
tion. The second division is allergy with 
superimposed infections. Patients in this 
group usually have a purulent discharge 
which contains bacteria and a predominance 
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of neutrophils. The inflamed tissues are in- 
filtrated with neutrophils, lymphocytes, and 
connective tissue cells, as well as bacteria. 
Infected membrane not associated with al- 
lergy marks the third group. This membrane 
is usually thin and fibrous, and is sometimes 
covered with granulation tissue. Polyps are 
very rare in this group. 

Shambaugh”®? has estimated that 70 per 
cent of the patients having chronic infections 
of the sinuses, and 90 per cent of those with 
chronic nasal infections, have an underlying 
allergic factor which is responsible for the 
chronicity. 

Kune and Linton have reported that 19.4 
per cent of the nasal complaints presented by 
a group of 720 patients were explained on 
basis of allergy. 

Infections outside of the nose and para- 
nasal sinuses include (1) those stemming 
from an abscessed or infected tooth involving 
a sinus, and (2) those with a sinus resulting 
from the removal of a tooth with a root ex- 
tending into the antrum. 


Diagnosis 

To differentiate between nasal allergy and 
infection, it is necessary to take a careful 
history, and to correlate the data obtained 
with the clinical, rhinoscopic and roentgen- 
ographic findings, and the cytologic studies 
of nasal smears. 

Serious conditions of the nose and para- 
nasal sinuses may be diagnosed on the basis 
of symptomatology and rhinologic examina- 
tion. However, there are times when labora- 
tory studies of the blood and urine, as well 
as pathologic studies of the nasal, sinus and 
bronchial secretions, are needed. In the 
presence of a predominant infection, the 
cytologic picture of these secretions is char- 
acterized by a neutrophilia. In uncomplicated 
allergy, the cytologic picture is marked by 
a pure eosinophilia. In allergy with infection, 
the cytologic picture at the time is one of 
mixed eosinophilia and neutrophilia. It may 
be desirable to obtain specimens from the 
antra as well as the nose. Specimens may be 
obtained by having the patient blow his nose 
on wax paper or cellophane handkerchiefs, 
or cotton swabs may be used in selected 
cases when no secretion is available from 
blowing. 

Hansel worked with various types of 
stains, including Giemsa’s and Wright’s, and 
felt that an improved stain of eosin-methy- 
lene blue which he developed was superior. 
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Particularly in children, periodic flare-ups, 
with fever and discharge, which become 
muco-purulent, are observed. There was a 
time when, after repeated episodes, removal 
of adenoids was recommended as the best 
form of treatment, regardless of the age of 
the child. Although many patients responded 
well, many others did not; and since the in- 
troduction of the antibiotics, many of the 
results have been doubtful. 

When one is confronted with the question 
as to whether children are suffering from 
chronic infection, repeated infections, or an 
allergic manifestation, the most important 
point to consider is the family background. 
History of allergy or allergic diseases in 
either parent is significant. Other concomi- 
tant allergic manifestations such as eczema 
or hives must also be considered. It is a great 
mistake to administer sulfonamide drugs, 
penicillin, aureomycin, or other drugs for 
flare-ups of nasal symptoms, particularly if 
they have occurred over a fairly reasonable 
length of time. A chronic cough in associa- 
tion with allergic rhinitis develops in many 
of these children, and may be a forerunner 
of bronchial asthma. The latter has been 
found to occur more frequently without in- 
fections than with infections. 


Complications 

Superimposed infections, as well as severe 
allergic rhinitis, may be complicated by in- 
volvement of the middle ear, with recurrent 
deafness alternating with periods of normal 
hearing. Other complications are those asso- 
ciated with otitis media, caused by these 
superimposed infections. Since the advent of 
the various antibiotics, there is less need for 
excision and drainage in acute mastoiditis or 
further complicating meningitis. According 
to Arbuckle®’, polyps in the early stages 
usually recede under allergic management; 
however, with exacerbations of the allergy 
or the recurrent infections, growth of polyps 
may be restimulated. Patients having ob- 
structive symptoms from polyps per se or 
from those associated with recurrent infec- 
tions may require an operation to relieve the 
obstruction ; the operation should be conserv- 
ative. 

Woodward and Swineford found that in 
a group of 128 allergic patients 61 had no 
significant complications and the remaining 
67 had complications either infective or non- 
infective. Of the patients with infections, 25 
had chronic ethmoiditis with obstruction; 9 
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showed pansinusitis, with marked mucosal 
degeneration; 9 had chronic maxillary sinu- 
sitis, and 4 suffered from acute or subacute 
maxillary sinusitis. 

In discussing the end results of external 
operations on the frontal, ethmoid and sphe- 
noid sinuses, Arbuckle concludes: 


“Rhinologists have seen the rise in popularity 
of surgical treatment of sina] disease on the basis 
that infections were the underlying cause in all 
cases, During all this time, in a number of patients, 
relief was not obtained by such treatment. Then 
they found that many such conditions are not of 
infectious origin but are allergic. Accordingly, the 
popularity of operative treatment has decreased, 
almost to the exclusion of certain types of surgical 
intervention, in favor of antiallergic therapy.” 


Arbuckle and others have further observed 
that when surgical procedures are performed 
on the sinuses, if the patient’s allergies re- 
main untreated, these patients will get only 
temporary relief and allergic manifestations 
will recur following exposure to allergenic 
substances. 


Allergies and Infections of the Lower 
Respiratory Tract 


Allergic bronchitis 

Allergic bronchitis may be divided into 
three classes: (1) the perennial type, which 
may be either chronic or recurring; (2) the 
seasonal type;. (?) asthmatic bronchitis, 
which is believed to be a bacterial manifesta- 
tion of allergy. 

Allergic Bronchitis manifests itself during 
infancy, childhood, or the early adult years. 
It may occur alone or be complicated by 
secondary infections. The term “allergic 
bronchitis” is used to include the allergic 
reaction to one or more specific sensitizing 
substances by a susceptible individual, and 
the condition is characterized by chronic, re- 
curring or paroxysmal cough which usually 
occurs in the absence of any frank respira- 
tory tract infection or intrathoracid disorder 
that might account for the bronchitis. Many 
patients with allergic bronchitis are subject 
to complications if they are untreated. These 
complications include bronchial asthma, em- 
physema, asthmatic bronchitis, and bronchi- 
ectasis. 


Asthmatic bronchitis 


Children, particularly, are more likely to 
have asthmatic bronchitis than bronchial 
asthma. Since the diagnosis of asthmatic 
bronchitis is commonly made, it is important 
to determine whether these cases represent 
instances of respiratory infections in an 
asthmatic child during an attack of asthma, 
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or whether they represent wheezing in a non- 
atopic child with bronchitis. We must re- 
member that many infants who have no per- 
sonal or family history of allergy develop a 
spasmodic bronchitis in association with 
acute respiratory infections. Stoesser™ re- 
ports that as a child grows older there is less 
tendency toward a spasmodic bronchitis. 
During the first attack it is not always pos- 
sible to determine whether or not the child 
has allergic asthma. Periodically there may 
be a flare-up, with fever. He states: “The 
presence of a positive allergic history, an 
eosinophilia, and response to epinephrine aid 
in determining the allergic nature of the 
attack.” 

Glaser“) observed that asthma may be ac- 
companied by slight elevations of tempera- 
ture (over 37.7 degrees C or 100 degrees F 
rectally), probably due to the increased me- 
tabolism secondary to the muscular exercise 
incident to the dyspnea. He felt further that 
these attacks of asthmatic bronchitis occur- 
ring at any age are accompanied by the physi- 
cal signs of asthma, including wheezing and 
evidence of a respiratory infection. 

The main points that must be observed 
in differentiating asthmatic bronchitis from 
bronchial asthma are: the onset commonly 
is marked with coryza and usually with 


' fever; there is a poor response to epine- 


phrine hydrochloride; nasal smears show a 
predominance of neutrophils, and the sedi- 
mentation rate is somewhat increased. Chil- 
dren, particularly, who have had recurrent 
attacks of asthmatic bronchitis are candi- 
dates for asthma as they grow older. 

- Thomas and Taylor® made a study of 2033 
consecutive admissions of patients with vari- 
ous forms of allergy and found that 12 per 
cent had allergic bronchitis. Forty-six per 
cent of this group of 244 patients stated that 
the onset of their chronic bronchitis followed 
some upper respiratory infection—namely, 
severe colds, pertussis, influenza, pneumonia, 
and the like. This may be explained by the 
fact that when the respiratory mucosa is the 
site of infection in an allergic person, the 
mucosa is less resistant, and sensitizing pro- 
teins find it easier to gain entrance. In some 
cases, the onset of a chronic bronchitis fol- 
lows a primary attack of true asthmatic 
bronchitis. 


Bronchial asthma 


Bronchial asthma may be recurrent, acute, 
or chronic; not infrequently it is associated 





RESPIRATORY ALLERGY—THOMAS 269 


with low-grade infection, either of the bron- 
chial tree or upper respiratory tract. Patients 
having bronchial asthma who contract res- 
piratory infections frequently have a marked 
exacerbation of their symptoms, and are not 
relieved by the drugs that commonly give re- 
lief, such as ephedrine, aminophylline, epine- 
phrine, Norisodrine, Aerolin compound and 
others. It is not unusual to see patients sub- 
ject to either chronic or recurring attacks of 
bronchial asthma develop acute respiratory 
infections and have symptoms of quite severe 
asthma or, at times, status asthmaticus. Dur- 
ing the acute symptoms, prior to institution 
of antibiotic therapy, it is worth while to 
prepare autogenous vaccines from cultures 
made from the nasal passages as well as the 
sputum; however, one does not wait for the 
completion of the vaccines before instituting 
other therapy. 


Bronchiectasis 


Bronchiectasis must be considered in those 
patients who cough, those who expectorate 
large amounts of sputum and/or those who 
have medium and coarse rales over the lung 
bases. The diagnosis of bronchiectasis is 
anatomic rather than etiologic. Acquired 
bronchiectasis may arise from (1) the pres- 
ence of infection which, in the course of sub- 
sequent inflammatory reaction, weakens or 
destroys the elasticity of the bronchial wall; 
and (2) the action of a dilating force upon 
the infection—weakened bronchi. Studies of 
the bacterial flora from these bronchial le- 
sions reveal a mixture of pyogenic organisms. 
A few show fusospirochetal involvement, as 
well as the presence of tubercle bacilli in 
some cases. The absence of any predominant 
type or particular group, with the exception 
of a fusospirochetal and tuberculous form, 
minimizes the importance of the bacterial 
factor. 

Of 190 consecutive patients having bron- 
chiectasis seen over a five-year period at the 
Cleveland Clinic, 48 per cent had major al- 
lergy of the respiratory tract, according to 
Thomas, Van Ordstrand, and Tomlinson”, 
Fifty per cent of this group gave a history 
of respiratory infections. Allergy was con- 
sidered to be a complicating factor. In 31 
cases, sinusitis was found on the initial ex- 
amination, or there was a history of pus hav- 
ing been found on irrigation of the sinuses; 
28 of these patients had associated allergy 
of the respiratory tract. Treatment in the 
form of chemotherapy, with sulfonamide 
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drugs as the chief or only therapeutic meas- 
ure, was directed in 23 cases. Twenty-one 
cases were treated chiefly or wholly with 
allergy management. In 31 cases a combined 
allergy and sulfonamide therapy was used. 
Recurrences of symptoms of original severity 
were frequently noted following acute res- 
piratory infections, or cessation of allergy 
management, or in some cases when infre- 
quent courses of sulfonamide drugs were 
used. 


Loeffler’s syndrome : 

Loeffler’s syndrome has to be considered 
when the shadow of pulmonary consolidation 
is encountered, and when these shadows vary 
in the amount of infiltration, from time to 
time, without the accompaniment of physical 
signs or symptoms. In typical cases, transient 
allergic pulmonary consolidation is a fairly 
well defined diagnosis that is exhibited by 
roentgenographic examination. 

The essentials of Loeffler’s syndrome have 
been listed by Hansen-Pruss and Goodman"? 
as follows: 

“(1) Varying degrees of pulmonary con- 
solidation at times multiple, often migratory, 
recognized by roentgenographic examination 
of the chest; (2) Its occurrence in allergic 
individuals; (3) A varying leucocytosis and 
eosinophilia; (4) Afebrile clinical course; 
(5) Persistent severe asthma; (6) Lack of 
response to known sulfonamide drugs; and 
(7) History of frequent upper respiratory 
infections.” 

All of the six patients reported by these 
two men had severe bronchial asthma. Al- 
though most of the patients with Loeffler’s 
syndrome run an afebrile course, slight ele- 
vations of temperature sometimes occur. 


Treatment 


In the general consideration of super- 
imposed infections in respiratory allergy, one 
not only has to consider the types of infection 
but also must determine the treatment that 
will offer the most rapid control of the infec- 
tion and that will not likely cause the patient 
any drug reaction (sensitivity to previous 
drugs should be elicited). A combined ap- 
proach by both the rhinologist and the aller- 
gist includes local therapy, antibiotic ther- 
apy, anti-allergic management, and sympto- 
matic therapy. Lower respiratory tract ther- 
apy is dissimilar, but occasionally requires 
the assistance of a bronchoscopist to aid in 
diagnosis as well as therapy. Bronchoscopy 
should never be performed on an asthmatic 
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patient unless the proper organization and 
bronchoscopic setup is available. 

Autogenous vaccines prepared from speci- 
mens of bronchial aspirations, sinus irriga- 
tions, cultures from the nose and throat, and 
sputum offer a useful therapeutic measure 
particularly in those patients who have se- 
cured no relief from prolonged courses of 
treatment with stock vaccines and other 
types of sensitization therapy as well as 
chemotherapy. I will not attempt to go into 
a detailed consideration of individual anti- 
biotics but will only comment that certain 
of these preparations are more efficacious in 
one patient than in another. Certain prepa- 
rations may not be tolerated by a patient, and 
a different antibiotic may be substituted with 
good results. On occasion, an ordinary dose 
may not bring about a remission of symptoms 
when the doubling of a dose will. Dosages 
may be tailored to fit the individual case in 
relation to the amount and length of therapy. 
On occasion certain of these chemothera- 
peutic agents have been continued over a 
period of months as symptoms warranted, 
depending upon the judgment of the physi- 
cian. In general, however, prolonged courses 
of therapy are discouraged. 


Summary 


Varied allergic conditions involving the 
respiratory system either directly or second- 
arily related to superimposed infections have 
been presented. Detailed therapeutic consid- 
erations were omitted with reference to dos- 
ages, specific drugs or antibiotics, as they are 
considered by other participants of this panel 
discussion. 
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THE OCULAR SYMPTOMS 
OF MIGRAINE 


FRANK B. WALSH, M.D. 
BALTIMORE, MARYLAND 


Before describing the ocular symptoms of 
migraine, it will be useful to consider Wolff’s 
definition of the disorder: 

“By migraine I mean periodic headache, usually 
unilateral in onset, but which may become gen- 
eralized. The headaches are associated with irri- 
tability and nausea, and often with photophobia, 
vomiting, constipation and diarrhea. Not infrequent- 
ly the attacks are ushered in by scotomata, hem- 
ianopsia, unilateral paresthesia, and speech dis- 
orders. The pain is commonly limited to the head, 
but it may include the face and even the neck. The 
duration of attacks is from a few hours to several 
days and may vary in intensity from a mild dull 
ache to one of severe intensity. Often other mem- 
bers of the family have similar headaches.”(!) 

Among the types of migraine which have 
been described according to symptoms or 
etiologic factors are common migraine (one- 
sided headache or hemicrania) ; ophthalmic 
or “classic” migraine; ophthalmoplegic mi- 
graine in which ophthalmoplegia is essential 
to the diagnosis; and facial, abdominal, al- 
lergic, senile migraine, and the like. 


Ophthalmic Migraine 


The symptoms of ophthalmic migraine 
vary within wide limits. Certain purely sub- 
jective characteristics of the disorder will 
be considered now. 


Abnormal visual sensations 


Sufferers from migraine describe disturb- 
ances of vision which characteristically pre- 
cede the headache. Such sensations may be 
the predominant feature of each attack, or 
they may be so unimpressive that the vic- 
tim recalls having experienced them only 
when carefully questioned. In some individ- 
uals the headaches may be so mild that only 
the subjective ocular sensations are de- 
scribed. 

Three terms are used to designate these 
visual sensations. Although they are often 
used interchangeably, the eponym “scintil- 
lating scotomas” is most commonly em- 
ployed. As the name implies, scintillating 
scotomas are characterized by blurring of 
vision, associated with a scotoma and flash- 
ing or shimmering lights. Fortification spec- 
trum indicates zig-zag sensations of lights, 
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white or colored, forming a figure, often in- 
complete. Teichopsia indicates the appear- 
ance of shimmering colored lights. Associ- 
ated with these phenomena is blurring of 
vision, usually not sufficient to prevent read- 
ing. The sensations characteristically dis- 
appear when the headache becomes pro- 
nounced—that is, they persist only for a mat- 
ter of minutes in a majority of cases. 

The origin of these visual abnormalities is 
not understood. It seems probable that they 
originate in the visual cortex, and are ac- 
counted for by cerebral anoxia, associated 
with arterial spasm. The rate of shimmer, 
10 to the second, approximates that of the 
alpha X waves of the electroencephalogra- 
phic activity reading from the occipital cor- 
tex. Unilateral scintillating scotomas have 
been described, suggesting in some instances 
that they may originate at the retinal level. 
Loss of vision 

Loss of vision varies within wide limits 
and in a great majority of cases is transitory, 
occurring before the headache becomes well 
established. Though it is usually difficult to 
map out a scotoma with the characteristic 
scintillations, in many instances one is pres- 
ent. Since ability to read is retained as a 
rule, the scotoma must usually be either of 
slight density or just off the point of fix- 
ation. 

Very rarely, total bilateral loss of vision 
ushers in the migraine headache. In such an 
instance a bilateral hemianopsia is present. 
In one such case with which I am familiar, 
the phenomenon persisted for five minutes, 
and only afterwards was it realized that min- 
imal subjective ocular symptoms had occurr- 
ed previously. During the following twenty- 
five years many attacks of scintillating sco- 
tomas occurred; but there was never total 
bilateral loss of vision and, up to the present, 
the headaches have been too slight to inter- 
fere with work in any way. Similar cases of 
transient unilateral loss of vision have been 
described, in which instances there must 
have been arteriospasm affecting the cen- 
tral retinal artery. 

In migraine there is no relationship be- 
tween the degree of the visual loss and the 
severity of the headache. 

Homonymous field defects characterize a 
minority of cases. In most instances these 
defects occur as a transitory phenomenon, 
although they may persist for days, weeks or 
months, and in some instances are perma- 
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nent. I have observed permanent hemianop- 
tic defects usually as incomplete homonymous 
quadrantanopsia. When field defects persist 
—and certainly when they are associated 
with a transient hemiplegia or, what occurs 
more often, a monoplegia—diagnosis is dif- 
ficult. In only a small minority of cases is 
the entire half-field of vision lost. In a single 
case which has come to my attention, the 
field defect—originally a quadrantanopsia— 
gradually improved, until only a small hom- 
onymous sector defect remained in the upper 
fields. In all such cases of field loss repeated 
transitory loss of fields preceded the attack. 
Dandy” observed a permanent bilateral hem- 
ianopsia, with a small central field of vision 
remaining. Butler“) has described transient 
bitemporal hemianopsia associated with poly- 
uria and polydipsia. Such occurrences must 
be rare indeed. Central scotomas which have 
persisted for long periods have been describ- 
ed, but I have not observed such cases. 


Visual imagery 
I have had experience with several cases 
of visual imagery associated with migraine, 
one of which merits mention. A middle-aged 
minister had had migraine for many years. 
He had experienced transient hemianopsia 
on many occasions and finally a homonymous 
quadrantanopsia which persisted. Then, from 
time to time, in the blind half-fields, he saw 
moving about large numbers of skunks, most 
of which had their tails cocked in the “ready” 
position. 
_ Visual imagery is almost invariably, in 
these cases, referred to the side of the sco- 
toma. Such imagery suggests involvement ex- 
tending forward from the visual cortex. This 
is based on the belief that the unformed im- 
ages of scintillating scotomas are due to cor- 
tical interference, as is usually the case with 
tumors involving the occipital cortex ; tumors 
in the temporal lobe are prone to produce 
formed images. 


Diplopia 

Many migraine sufferers have reported di- 
plopia, either vertical or lateral, occurring 
regularly during an attack of migraine. The 
explanation for the disorder is not clear. 
Duke-Elder™), observing that vertical diplo- 
pia associated with ophthalmic migraine does 
not exhibit torsion of the false image, sug- 
gested it might be supranuclear in its origin. 
He described torsion as characterizing the 
false image in ophthalmoplegic migraine, 
where the paralysis is due to involvement of 
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the peripheral nerve. Manifest palsy — ex- 
cepting slight ptosis — never accompanies 
ophthalmic migraine, so far as I know. The 
diplopia of ophthalmic migraine is always 
of short duration. Furthermore, since attacks 
of classic ophthalmic migraine are occasion- 
ally followed by equally typical attacks of 
ophthalmoplegic migraine, the nature of the 
diplopia in the ophthalmic variety must at 
the present remain mysterious. 


Photophobia 


This is a prominent symptom in a major- 
ity of cases, and there is no established rea- 
son for its occurrence. From the work of 
Eckardt, McLean and Goodell it would seem 
that the entire sensory trigeminal mechanism 
is involved in some manner when this symp- 
tom is present. 


The fundus picture 


Both widening and narrowing of the ret- 
inal arteries, as well as venous engorgement, 
have been described. While I personally have 
not seen such changes during attacks of mi- 
graine, I have no doubt that they occur in 
a minority of cases. Retinal hemorrhages, 
macular edema, and localized spasm have 
been observed. 

In a vast majority of cases the pupils re- 
main equal in size, and respond promptly to 
light. Rarely, some pupillary dilation is seen 
on the side of the headache. Such a slight 
pupillary change does not invalidate a diag- 
nosis of ophthalmic migraine. It does sug- 
gest an element of ophthalmoplegic migraine; 
but, as has already been remarked, repeated 
attacks of ophthalmic migraine are occa- 
sionally followed by attacks of ophthalmo- 
plegic migraine. 


Other ocular findings 


Swelling of the eyelids, conjunctival hem- 
orrhages and corneal haziness have been seen 
occasionally. It is difficult to correlate such 
changes with migraine except on the basis 
of vascular activity, which, indeed, under- 
lies our entire concept of the disorder. Bi- 
zarre symptoms may occur elsewhere in the 
body, as in the case of a patient of mine who 
invariably had swelling of one hand or the 
other as a prodrome to an attack. 


Ophthalmoplegic Migraine 


Some authorities consider ophthalmoplegic 
migraine as a totally different entity from 
ophthalmic migraine. This viewpoint is un- 
sound, for, as already noted, attacks of oph- 
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thalmic migraine may be superseded by at- 
tacks of the ophthalmoplegic variety. In the 
latter, paresis or paralysis of a muscle is 
vital to the diagnosis. The paralysis, which 
usually is of the third nerve, is always of 
the peripheral type. In our experience and 
that of others, the paralysis has invariably 
been unilateral. Although I have seen only 
cases that were characterized by paralysis 
of the third nerve—and these are undoubt- 
edly most common—paralysis of the sixth 
and fourth nerves, also usually unilateral, 
has been described. Paresis of more than one 
nerve has rarely been described. In my ex- 
perience, the condition is more common in 
children and young adults than in the older 
people. | 

Bramwell” suggested that aneurysms 
might well produce ophthalmoplegic mi- 
graine; however, I have rarely encountered 
migraine of any type in patients who had 
had aneurysms. We must conclude that aneu- 
rysms, either saccular or of the fusiform 
dilation type, are infrequently responsible 
for ophthalmoplegic migraine. 


The Ophthalmologist’s Role in the 
Treatment of Headache 


Ophthalmologists are fortunate in being 
able both to diagnose and treat many cases 
of headache. Eyestrain is a frequent cause 
of headache. The mechanism which under- 
lies headaches due to this cause is more diffi- 
cult to visualize than the pain resulting from 
changes in the size of the cranial vessels. 
Some ophthalmologists have criticized the 
term “eyestrain,” but actually the term has 
much to commend it. At least it is vague 
enough to cover much of our lack of knowl- 
edge concerning the condition. 

Headaches which originate in eyestrain 
and are associated with errors of refraction 
or muscle imbalance, follow a pattern. Al- 
though the relationship between the use of 
the eyes and the development of such head- 


aches may not be obvious, skilled question- 
ing will usually reveal that such a relation- 
ship exists. It has always been difficult for 
me to believe that an individual who retires 
at night feeling fit should awaken with a 
headache due to eyestrain. 

Eye exercises have been prescribed in some 
instances, but I have had no experience in 
such treatment for headache or eyestrain. 
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Although a few years ago it was popular to 
attribute eyestrain to retinal size differences, 
aniseikonia has received increasingly less at- 
tention recently. 

It is axiomatic that treatment should com- 
mence after the diagnosis has been made. 
Many headache sufferers first consult the 
ophthalmologist. There can be no question 
that their troubles are his primary respon- 
sibility. Does the ophthalmologist have any 
duty to these individuals other than record- 
ing his ocular findings and prescribing prop- 
er lenses when these are indicated? Should 
the responsibility for management of the 
case be shifted to some practitioner who has 
a particular interest in the headache prob- 
lem, or should the ophthalmologist seek the 
help he feels is necessary and continue in 
charge of the case? 

It seems to me that the ophthalmologist 
should accept responsibility for all patients 
who come to him for advice. Thus he may 
learn to handle properly a large number of 
the problems related to headache that con- 
front him. For example, in regard to oph- 
thalmic migraine, a thorough knowledge of 
the symptoms and signs reveals that the key- 
stone to success in most cases is simply under- 
standing the problem, and gaining the pa- 
tient’s cooperation in adjusting stresses and 
strains. This applies in post-traumatic head- 
aches. Finally, the treatment of headaches 
calls for combined efforts in so many in- 
stances that we should not try to cut short 
our possible contribution as regards both 
diagnosis and treatment. 


Summary 


The ocular symptoms of migraine have 
been outlined, and the ophthalmologist’s role 
in the treatment of headache has been dis- 
cussed. 
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INTRACTABLE PAIN IN THE NECK 
AND UPPER EXTREMITIES WITH 
PARTICULAR REFERENCE TO 
PROTRUSION OF CERVICAL DISKS 


J. GRAFTON LOVE, M.D. 
ROCHESTER, MINNESOTA 


Pain in the neck and upper extremities is 
a common complaint. Before satisfactory 
treatment can be carried out, the attending 
physician must determine the etiologic factor 
and the pathologic process. To determine 
these factors may require extensive study 
and a considerable period of time. Examina- 
tions in addition to the ordinary medical, 
orthopedic, neurologic, and radiologic studies 
may be required. The usual tests of blood and 
urine, of course, should be made. 

It is not uncommon for a person to have 
soreness in the neck following exposure to 
drafts. This condition is probably the result 
of a myositis, and will usually respond to the 
exhibition of the salicylates and local heat 
with or without gentle massage. 

Some of the more common chronic condi- 
tions which result in recurrent or intermit- 
tent intractable pain are the scalene syn- 
drome, with or without cervical ribs; the 
hyperabduction syndrome ; tumors of the cer- 
vical portion of the spinal cord and its-nerve 
roots; cervical arthritis; subdeltoid bursitis ; 
brachial neuritis; fractures and dislocations 
of the cervical part of the spinal column; 
and a more and more frequently encountered 
factor—protrusion of one of the interverte- 


bral disks in the cervical region, particularly 


those in the lower part of the cervical—name- 
ly, the fifth, sixth, and seventh cervical in- 
tervertebral disks. 


Scalene Syndrome, With or Without 
Cervical Ribs 


According to Adson and Coffey", the in- 
cidence of cervical ribs is about 0.05 of 1 per 
cent. Probably not more than 10 per cent of 
the patients presenting roentgenologic evi- 
dence of this condition have symptoms severe 
enough to warrant radical surgical treat- 
ment. 

Etiology 

Prior to 1927, when Adson and Coffey 

made an historical report on the cervical rib 
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syndrome, the rib itself was considered the 
most important etiologic structure in this 
syndrome. At that time the authors called 
attention to the important role of the scal- 
enus anticus muscle in the production of the 
nervous and vascular symptoms that were 
formerly attributed to pressure by the cer- 
vical rib. Even when symptoms are produced 
in persons having cervical ribs, they do not 
ordinarily appear until the patient reaches 
adult life. This is probably due to the sinking 
of the shoulder girdle as the patient matures 
and the muscles of the shoulder girdle lose 
some of their normal youthful tone. 


Symptoms 

The symptoms that ordinarily compose the 
scalenus anticus syndrome, whether cervical 
ribs are present or not, are usually divisible 
into those due to irritation and compression 
of the brachial plexus, and those secondary 
to disturbed functioning of the subclavian 
artery and its peripheral branches. There 
may be merely pain or paresthesia in the 
upper extremity, or the symptoms may be 
so severe as to result in gangrene. The pain, 
however, rarely if ever resembles that which 
is caused by compression of a nerve root 
within the spinal canal. It rarely has root 
characteristics — that is, aggravation by 
coughing, sneezing, or straining at stool. In 
those patients presenting vascular disturb- 
ances principally, the symptoms may sim- 
ulate those of Raynaud’s disease, though they 
are not likely to progress to such an extent 
as with severe Raynaud’s disease. Intermit- 
tent obstruction of the subclavian vein asso- 
ciated with pressure from the scalenus anti- 
cus muscle, either with or without a cervical 
rib, is considered a rare condition, but the 
author has had occasion to operate with 
excellent results’) on several such patients. 


Diagnosis 

Every patient presenting symptoms or 
signs of irritation of the brachial plexus or 
obstruction of the subclavian artery or sub- 
clavian vein should be examined for the pos- 
sibility of a scalenus anticus syndrome. This 
examination should include careful palpation 
of the supraclavicular fossa to determine the 
presence or absence of abnormal structures 
and any enlargement of the subclavian ar- 
tery, and dilatation of the superficial veins. 
The skin and muscles of the upper extremity 
should be carefully examined for loss of sen- 
sation, atrophy, and weakness of muscles. 

The radial pulse should be palpated and 
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the two sides compared to see if there is any 
difference in volume, since the scalene syn- 
drome is commonly, though not always, uni- 
lateral. After comparison of the pulse on the 
two sides, the patient, while holding the arm 
dependent, should be told to turn his face to- 
ward the side being examined, take a deep 
breath and hold it, while hyperextending the 
neck (Adson maneuver). If the scalene syn- 
drome is present, the pulse volume on the 
side being examined will be much decreased 
or completely obliterated, and usually the pa- 
tient’s symptoms will be reproduced. 

In addition to the physical and neurologic 
examinations, roentgenographic examination 
of the cervical portion of the spinal column 
should be carried out to determine whether 
cervical ribs are present, and whether the 
transverse processes of the cervical verte- 
brae are abnormally large. The upper thor- 
acic ribs, particularly the first two, should 
be noted for any malformation, maldevelop- 
ment, or malposition (fig. 1). 

Treatment 

The conservative treatment of the scalene 
syndrome is physiotherapy in the form of 
local heat and massage, and exercises to 
strengthen the muscles about the shoulder 
girdle and so prevent sagging of the upper 
part of the chest. The scalene syndrome is 
more commonly seen in women than in men, 
and those women with large pendulous 
breasts should be instructed to use an ade- 
quate support. If the pain or circulatory dis- 
turbances are severe, or if they have resulted 
in loss of sensation, atrophy or marked dim- 
inution of circulation in the upper extremity, 
the anterior scalene muscle should be divided 
where it is attached to the first thoracic rib. 
If a cervical rib is present and the pressure 
on the subclavian artery and brachial plexus 
is not relieved by division of the anterior sca- 
lene muscle, the cervical rib also should be 
removed. In case of pronounced reduction in 
circulation, it is at times advisable also to 
combine sympathectomy with scalenotomy in 
order to allow a maximal amount of blood to 
reach the involved extremity. 

In carefully selected cases, when the oper- 
ative procedure is properly adapted to the 
particular case, the results are excellent. 
However, in patients with borderline condi- 
tions or functional complaints, the results 
may not be good. As stated previously, all 
patients with cervical ribs do not require 
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Fig. 1. Drawing showing anomalous first rib on 
left side, with an aneurysm of the subclavian artery 
distal to the tight anterior scalene muscle. The 
patient complained of pain and paresthesias in the 
left arm. Adson’s maneuver gave positive results. 
The pain and paresthesias were relieved after divi- 
sion of the anterior scalene muscle. The patient 
was a woman 58 years of age. 


treatment, for most cervical ribs are symp- 
tomless. 


Costoclavicular Syndrome 


Owing to the fact that, in the past, many 
patients with obscure symptoms referable to 
the upper extremities have been operated on 
for cervical rib or the scalene syndrome 
without benefit, a continuous study of such 
cases has been carried out in many parts of 
the world, resulting in a much better under- 
standing of the problems involved. Falconer 
and Weddell’, in 1943, reported 3 cases 
of intermittent compression of the subclavian 
artery and vein between the clavicle and the 
first thoracic rib. They referred to the syn- 
drome which they described as the costocla- 
vicular syndrome, or compression of the sub- 
clavian artery or vein, and discussed it in 
relation to the scalenus anticus syndrome. 
By comparing their patients with a large 
series of so-called normal individuals, they 
found that if the shoulders are braced back- 
ward and downward, the space between the 
clavicle and the first thoracic rib is often 
narrowed or reduced, causing the radial pulse 
to be obliterated (fig. 2). Although a high 
percentage of ‘“‘normal” individuals were able 
to obliterate the radial pulse by bracing the 
shoulders downward and backward, when the 
results of this test were found to be positive 
in a patient having marked disturbance of 
the function of the subclavian artery and 
vein, the authors were able to show that this 
was associated usually with some abnormal- 
ity of the thoracic inlet, either an abnormal 
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placement of the first thoracic rib on the 
side of the involvement or some other un- 
usual condition. In one case, roentgenologic 
examination disclosed that the inlet formed 
by the first thoracic rib was asymmetrical, 
that the first rib appeared shorter and less 
oblique than usual on the side of involvement, 
and that the anterior end of that rib, with 
the medial end of the clavicle, was on a high 
level. In one case the symptoms were severe 
enough to necessitate removal of a section 
of the first thoracic rib from beneath the 
subclavian artery in order to decompress the 
artery and brachial plexus adequately. In 
one patient the symptoms were present only 
when the soldier was marching or carrying 
a heavy pack. Since it was possible for him 
to be placed in some other work, surgical 
treatment was not required in his case. 
Falconer and Weddell estimated that in 
about 62 per cent of normal persons exam- 
ined, bilateral costoclavicular compression of 
the subclavian vessels could be demonstrated. 
One must be on his guard, therefore, not to 
advise operation on the basis of this test 
alone. In those patients who demonstrate 
symptoms and signs which are explainable 
on the basis of costoclavicular compression, 
a course of conservative therapy should be 
carried out—that is, the patient should avoid 
carrying a heavy pack on his shoulders, and 
he should strengthen the muscles by exercise 
to pull the shoulders away from the direc- 
tion which produced his symptoms. If the 
patient’s condition should be intractable, and 
particularly if features of obliterative arter- 
ial disease should be present when he is first 
seen, the authors advised exploration of the 
supraclavicular fossa. At operation the exact 
site of the compression should be determined. 
This, they stated, is best done with the pa- 
tient under local anesthesia, a procedure 
which I have found very useful in operating 
on patients with the scalene syndrome, 
whether with or without cervical ribs. After 
the pathologic factor has been demonstrated, 
if a portion of the rib is to be removed, the 
patient may be put to sleep either with an 
inhalation or an intravenous anesthetic. 


Brachialgia Statica Paresthetica 


Wartenberg™ of San Francisco, as a re- 
sult of his experience with patients complain- 
ing of paresthesia—painful sensations in the 
fingers, hands and arms, has worked out a 
syndrome which he called brachialgia statica 
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Fig. 2. Drawings to show the normal relationship 
of the brachial plexus and subclavian artery to the 
clavicle and first rib and what happens in the costo- 
clavicular syndrome of Falconer and Weddell. 


paresthetica, or nocturnal dysesthesia of the 
arm. The leading features of this syndrome 
are: (1) transient paresthesia, anesthesia, 
or pain in the upper extremity, felt only at 
night while the patient is recumbent; (2) 
absence of any permanent objective signs— 
neurologic, orthopedic, or internal — even 
after long duration of the condition; and 
(3) a long benign course, self-limited and 
without complications. 

Wartenberg observed that the complaints 
of his patients with this condition—about 
30 or more—were similar to those with cer- 
vical ribs, especially with regard to pares- 
thesia in the ulnar nerve distribution of 
the upper extremity. The main differentiat- 
ing factor was that patients with this syn- 
drome always have their symptoms at night, 
whereas those with the scalene syndrome 
sometimes have nocturnal symptoms. 

Wartenberg observed further that none of 
his patients had shown a cervical rib on 
roentgenologic examination. The painful sen- 
sations of which the patient complains not 
only appear after he has assumed a recum- 
bent position, but after he has been in this 
position for several hours and immobilized 
his arm during deep sleep. The pains and 
paresthesias disappear quickly on awakening. 
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Fig. 3. Drawing to show how the brachial plexus 
and subclavian artery may be compressed beneath 
the pectoralis minor muscle when the arm is ab- 
ducted—the neurovascular syndrome of Wright. 


“Even if the nocturnal manifestations con- 
tinue for years,’”’ Wartenberg stated, “they 
do not produce any permanent changes.” His 
explanation for the painful condition is that 
relaxation of the muscles of the shoulder 
girdle during sleep results in compression of 
the brachial plexus. For treatment he recom- 
mends a hard bed and a low pillow, plus ex- 
ercises to strengthen the muscles which ele- 
vate the shoulders. The treatment should be 
carried out regularly for months. He adds 
that in some cases it is justifiable to divide 
the scalenus anticus muscle. This statement, 
of course, makes it obvious that it will be 
difficult for those seeing few such patients 
to differentiate these cases from those of 
the scalene and costoclavicular syndromes. 


Hyperabduction Syndrome 


In 1945 Wright described what he called 
the neurovascular syndrome produced by 
hyperabduction of the arms and marked by 
paresthesia, numbness, and pain in the 
fingers and hands. The symptoms were pro- 
duced by hyperabduction of the arm on the 
side of involvement, and were relieved by 
adduction of the involved arm. In some cases 
gangrene resulted from the marked inter- 
ference with circulation. 

Radiologic examination in such cases is 
usually negative—that is, no cervical rib is 
present, and the upper thoracic ribs appear 
normal. This condition Wright found only 
in young soldiers in excellent physical con- 
dition. He pointed out that on suspecting this 
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condition in a patient, one must bear in mind 
that abduction of either arm or both arms 
results in obliteration of the pulse on the 
involved side in 80 per cent of the so-called 
normal individuals thus tested. The point of 
constriction of the subclavian vessels and 
brachial plexus, according to Wright, may 
be (1) the point at which the axillary-sub- 
clavian vessels and the trunks of the brachial 
plexus pass posterior to the pectoralis minor 
muscle (fig. 3) and beneath the coracoid 
process; or (2) the point at which the sub- 
clavian vessels and the trunks of the plexus 
pass between the clavicle and the first rib 
(this would be the costoclavicular syndrome 
of Falconer and Weddell referred to above). 

According to Wright, the causes of the 
hyperabduction syndrome are (1) prolonged 
sleep in a supine position with the arms 
hyperabducted; (2) aggravation of symp- 
toms by trauma, and (3) occupational hyper- 
abduction such as painting a ceiling. The 
patient should be told to sleep with the arms 
in a safe position. If the symptoms are occu- 
pational, he should be advised to change his 
work. Wright has stated further that in 
some cases, particularly when the costocla- 
vicular syndrome is present, surgical treat- 
ment such as that discussed earlier should be 
employed. 


Tumors of the Cervical Portion of the 
Spinal Cord and Its Nerve Roots 


Neoplasms may arise either within the 
spinal cord itself, from the membranes sur- 
rounding the cord, from the nerve roots leav- 
ing or coming to the cord, or from the ver- 
tebral column and adjacent structures. The 
tumors which are most likely to become con- 
fused with the other conditions discussed in 
this paper are those involving the nerve roots 
themselves or the meninges. These are the 
tumors which are likely to give either neu- 
ralgia-like or boring pain that is prone to 
be nocturnal in occurrence, or typical] nerve 
root pain — that is, pain aggravated by 
coughing, sneezing, or straining at stool. The 
pain is very likely, if the tumor arises in the 
lower part of the cervical region of the spinal 
canal, to be referred along the upper extrem- 
ity, partially or even to the tips of the 
fingers. 

Those neoplasms arising in the higher por- 
tion of the cervical canal may produce pain 
that extends along the occipital nerve to the 
posterior portion of the skull. Such new 
growths may be present for a considerable 
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time before gross neurologic changes occur, 
since the more common tumors are slow- 
growing meningiomas and neurofibromas. 
When these patients are first seen, the re- 
sults of neurologic examination, even in- 
cluding examination of the spinal fluid, may 
be within normal limits. While undergoing 
conservative treatment, however, such pa- 
tients should be re-examined periodically to 
determine whether or not neurologic signs 
have developed, or whether the condition is 
getting gradually worse. If dermatome hy- 
palgesia, sensory loss, or motor loss develops, 
the possibility of an intraspinal neoplasm 
should be considered, and a diagnostic lum- 
bar puncture, including the Queckenstedt 
test, should be performed. Though there may 
be no disturbance of the hydrodynamics as 
determined by the Queckenstedt test, usually 
there is a slight or marked increase in the 
total protein of the spinal fluid, the total 
protein usually being higher in the case of 
neurofibroma than in the case of menin- 
gioma. A tumor involving the spinal cord or 
nerve roots should be suspected, particularly 
if both arms are involved, if a Babinski sign 
is present in either or both feet, or if there 
is any evidence of involvement of the long 
tracts going to or coming from the lower 
extremities. If a tumor of the spinal cord is 
located, it should be removed through a lam- 
inectomy wound. 


Cervical Arthritis 


Cervical arthritis has been credited with 
many of the pains and aches which occur in 
the region of the neck and arms; however, 
it seems to me that cervical arthritis is a 
rather rare cause of pain referred downward 
into either upper extremity. Many people, 
on roentgenologic examination of the cervical 
portion of the spinal column, exhibit marked 
changes in the bones, with pronounced nar- 
rowing of the intervertebral spaces and much 
hypertrophic change. Many of the patients 
with the most marked changes have no symp- 
toms referable to the neck or brachial plexus. 
One should, therefore, be loath to explain 
severe intractable pain in the neck or upper 
extremity on the basis of a radiologic diag- 
nosis of cervical arthritis. The more common 
causes should be sought for and eliminated 
before resorting to such a diagnosis. 


Subdeltoid Bursitis 


A not infrequent cause of severe pain in 
the shoulder and upper extremity is sub- 
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deltoid bursitis. In acute cases, the patient 
may have considerable disturbance of the 
function of the upper extremity, and I have 
seen patients with decided weakness and ex- 
tensive muscular atrophy of the involved 
extremity. However, the subdeltoid bursa is 
usually tender on local palpation, and the 
condition responds to conservative treatment 
administered to the bursa. Sometimes when 
the bursa becomes calcified, it is necessary 
to extirpate it surgically. 


Brachial Neuritis and Neuralgia 


Brachial neuritis is a diagnosis that for- 
merly was rather commonly made in cases 
of pain involving the upper extremity or 
the shoulder girdle. The pain often is lanci- 
nating in type and has many of the features 
which are recognized today as indicating in- 
volvement of the nerve roots, particularly 
when a protruding intervertebral disk is the 
cause. However, when pain is referred to 
the shoulder girdle and the upper extremity, 
one should consider the possibility of some 
metabolic disturbance — a poisoning from 
some noxious substance which might have 
an adverse effect on the brachial plexus. 

Brachial neuralgia is associated with pain 
in the distribution of one or more nerves of 
the brachial plexus. On careful study the 
pain is often found to be due to some organic 
disease, such as pressure on the roots of the 
brachial plexus or direct pressure on the 
brachial plexus from a cervical rib, a scal- 
enus anticus muscle, an aneurysm, or a tu- 
mor (fig. 1). If the etiologic factor cannot 
be determined when the patient presents 
such a complaint, such conservative measures 
as resting the extremity, avoiding motions 
which aggravate the pain, the administration 
of salicylates, and the use of local heat and 
possibly gentle massage, should be outlined. 
The patient should be kept under observa- 
tion and examined periodically for abnormal 
changes such as the loss of a tendon reflex, 
the loss or diminution of sensation, or the 
weakening of any muscle or group of muscles. 


Fractures and Dislocations 


Fractures and dislocations of the cervical 
portion of the spinal column may result in 
pain referred into an extremity. Without a 
definite history of trauma this condition 
might be overlooked. The neck should be 
examined carefully for muscle spasm and 
for such abnormalities as wry neck or tor- 
ticollis. The motions of the neck should be 
checked carefully, so that if a fracture or 
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dislocation is present no further harm will 
be done to vital structures—namely, the cer- 
vical cord and nerve roots. Although ordi- 
nary anteroposterior and lateral roentgeno- 
graphic views will usually disclose a fracture 
or dislocation, sometimes special techniques 
such as tomography are required; roentgeno- 
grams of the odontoid region through the 
open mouth are sometimes necessary before 
the true lesion can be demonstrated. 

If a fracture or dislocation is present, the 
most conservative treatment is traction with 
either the head halter, the Crutchfield tongs, 
or some modification thereof. All undue mo- 
tion of the cervical part of the spinal column 
should be avoided, and fixation should be 
carried out until healing has occurred. Some- 
times it is necessary to perform a laminec- 
tomy for purposes of decompression, or a 
bone-graft fusion opposite the site of frac- 
ture or dislocation in order to prevent slip- 
ping of the fragments with further damage 
to the cord or nerve roots. 


Protruded Intervertebral Disks in the 
Cervical Region of the Spinal Column 


Although protrusions of intervertebral 
disks in the lumbar region have come to be 
recognized as a well-known etiologic and 


pathologic factor in intractable low-back and 
sciatic pain®, and although the treatment 
of this condition, both conservative and oper- 
ative, is fairly well understood, the protru- 
sions of disks in the upper or cervical region 
of the spinal canal are often overlooked. 
There are good reasons why this region has 
been handled with kid gloves, so to speak. 
One is that, owing to the cervical enlarge- 
ment for the innervation of the brachial 
plexus, operations in the cervical region of 
the spinal canal cannot be carried out with 
the same safety and assurance that we have 
come to expect from operations in the lum- 
bar region”. So well known is the syndrome 
of protruded lumbar disk that orthopedic 
surgeons, and even some general surgeons 
with no particular training for*operations 
on the spinal cord or its nerve roots, have 
felt qualified to remove the protruded frag- 
ment of a lumbar disk which has resulted in 
intractable low-back and sciatic pain. Pro- 
trusions occur in the thoracic region also, 
and even neurosurgeons are loath, at the 
present time, to undertake operations for 
protrusions in this region, because of the 
danger of causing irreparable damage to the 
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spinal cord. The author has reported a series 
of operations for this condition. 

As far as reports go and as far as our ex- 
perience at the Mayo Clinic is concerned, 
protrusion of cervical disks does not occur 
as frequently as protrusion in the lumbar 
region. Walsh and I reported in 1940, that 
out of a series of 500 operations for protrud- 
ed intervertebral disks, approximately 96 per 
cent of the protrusions were in the lumbar 
region. That left approximately 4 per cent 
of the protrusions in the cervical and thor- 
acic regions combined. Since then our ex- 
perience with protruded intervertebral disks 
in all regions of the spinal column has in- 
creased ; and, as we have learned more about 
the symptoms and signs of protruding cervi- 
cal disks, our incidence of operative inter- 
vention for this condition has increased to 
approximately 10 per cent. 

Symptoms 

The lateral protrusion of a cervical disk— 
and this is the most satisfactory type to 
treat—produces nerve root pain — that is, 
pain extending along the course of the nerve 
root through the peripheral! nerve, taking its 
origin therefrom, and pain which is aggra- 
vated by coughing, sneezing, or straining. 
Many patients are awakened by pain in the 
neck or upper extremities at night, partic- 
ularly during the early morning hours, and 
often obtain relief by sitting up or walking 
the floor. The patient frequently complains 
of numbness or paresthesia in the thumb or 
fingers. Since protrusion of a cervical disk 
is most common at the fifth, sixth and sev- 
enth cervical interspaces, the pain or pares- 
thesia is usually referred to the thumb or 
index finger, to the middle three fingers, or 
to the little and ring fingers. 

The fact that there are only seven cervical 
vertebrae, with eight cervical nerve roots, 
leads to some confusion regarding the symp- 
tomatology and the site of the protruding 
disk. A good rule in diagnosing and local- 
izing a protruded disk in the cervical region 
is that if the pain or paresthesia is in the 
thumb and index finger, the fifth cervical 
disk is likely to be compressing the sixth cer- 
vical root. If the middle fingers are involved, 
usually it is the sixth disk compressing the 
seventh root. Protrusion of the seventh disk 
involves the eighth cervical root and the 
symptoms are referred to the ulnar side of 
the hand —that is, to the little and ring 
fingers. These rules do not always hold, of 
course, because, with the so-called prefixed 
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or postfixed brachial plexus there may be a 
variation in the formation of the nerve roots 
and the reference of the pain along the course 
of the involved nerve. 

If the protrusion of the cervical disk is 
midline—and more and more such cases are 
being reported—the symptoms and signs may 
be those of a neoplasm of the spinal cord. 
On the other hand, many cases of degener- 
ative disease caused by midline protrusion 
of a cervical disk are being reported. 

I, for one, feel that there has been too 
much enthusiasm in regard to this matter. 
‘Although cases which have gone for a long 
time under a clinical diagnosis of syringo- 
myelia, multiple sclerosis, primary lateral 
sclerosis, and similar conditions have been 
proved to be due to protrusion of an inter- 
vertebral disk, one must be cautious in mak- 
ing a diagnosis of protruded cervical disk 
mainly on roentgenographic evidence, when 
the clinical findings indicate one of the de- 
generative lesions of the spinal cord. 

A patient with a history of pain referred 
from the region of the neck along an upper 
extremity (and in the case of a protruded 
intervertebral disk the pain is usually lim- 
ited to one arm) should be examined care- 
fully for signs of pressure on a nerve root 
in the cervical region. A patient with pres- 
sure on a nerve root usually holds his neck 
rather stiffly and avoids large ranges of 
motion. The muscles of the neck are likely 
to be in spasm, and there is a loss of the nor- 
mal cervical curvature (fig. 4a). 

As in protrusion in the lumbar region, 
hyperextension of the part is frequently very 
painful and often reproduces extension of 
pain along the nerve root involved. Hyper- 
extension of the cervical portion of the spinal 
column should be carried out cautiously in a 
patient suspected of having protrusion of a 
cervical disk. Lateral and anterior flexion 
likewise may be painful and greatly reduced. 
These physical signs indicate involvement of 
a nerve root. 

There may or may not be weakness of the 
hand grasp or of individual or groups of 
muscles of the arm. There may or may not 
be sensory changes. If skin sensitivity is 
diminished, it is likely to be slight and will 
have to be searched for rather carefully. 
The tendon reflexes of the involved arm may 
be reduced or absent, those of the biceps and 
triceps being most important. 

A rule of thumb regarding involvement of 
the tendon reflexes is that with the sixth 
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root lesions due to protrusion of the fifth 
cervical disk the biceps reflex often is re- 
duced or absent. Lesions involving the sev- 
enth nerve root may affect the biceps and 
triceps reflexes either together or alone. Le- 
sions that involve the eighth cervical root 
result frequently in a diminution or absence 
of the triceps reflex alone. Again, variations 
in the formation of the brachial plexus may 
militate against the validity of these state- 
ments. 


Diagnostic aids 

Roentgenologic examination of the cervical 
portion of the spinal column is of great im- 
portance, and probably even of more import- 
ance in establishing a diagnosis of protruded 
cervical disk than is the corresponding ex- 
amination in the lumbar region for the sus- 
pected protrusion of a lumbar disk. The 


roentgenogram, particularly the lateral view, 
will usually show a diminution of the inter- 
vertebral space at the site of protrusion of 
a cervical disk. Likewise the lateral view 
usually shows an absence of the normal curv- 
ature of the spinal column—that is, in acute 
protrusion of a cervical disk, the cervical 
portion usually assumes an almost straight 
outline. Slight hypertrophic changes involv- 
ing the vertebral bodies adjacent to the nar- 
rowed interspace may also be evident. One 
may find in addition to the narrowing of 
the interspace, which corresponds to the 
suspected site as determined by the history 
and physical and neurologic findings, an as- 
sociated hypertrophic arthritis with a de- 
generation of a disk which is probably not 
related to the protrusion. The cervical roent- 
genogram should be studied carefully to ex- 
clude other lesions such as neoplasms. 

In many neurologic conditions an examina- 
tion of the cerebrospinal fluid is of great 
value, and in some of the conditions involv- 
ing the brain, spinal cord and nerve roots, 
the spinal fluid findings are diagnostic. In 
a case of suspected protrusion of a cervical 
disk, a spinal puncture should be performed; 
the Queckenstedt test should be carried out 
to determine whether there is any disturb- 
ance of the hydrodynamics along the spinal 
cord; and a specimen of fluid, usually 5 to 
10 cc., should be removed and sent to the 
laboratory for examination. 

The most important laboratory examina- 
tion as far as protrusion of a cervical disk is 
concerned is the determination of the pro- 














ee re 





July, 1951 


tein content of the spinal fluid. Our labor- 
atory staff considers a total protein content 
of 40 mg. per 100 cc. as being within normal 
limits; however, a total protein content of 
40 mg. is, in my experience, slightly higher 
than is usually found in patients without a 
space-taking lesion. 

The examination of the cerebrospinal fluid 
during a period of acute pain in suspected 
cases of protruded cervical disk, usually re- 
veals a protein content ranging from ap- 
proximately 60 to 70 or even 80 mg. Rarely, 
in cases of complete subarachnoid block 
caused by the disk, it may be as high as 
several hundred milligrams. In one case that 
I remember, in which there was a complete 
subarachnoid block and in which the patient 
presented the symptoms and signs of pri- 
mary lateral sclerosis, a total protein con- 
tent of 400 mg. per 100 cc. was determined. 
If the patient with a protruded cervical disk 
is not in the acute phase but is having some 
pain or paresthesia, and if neurologic signs 
are present, a total protein content of less 
than 40 mg. per 100 cc. should not militate 
against the diagnosis of a protruded cervical 
disk. 


The number and type of cells within the 
spinal fluid should be determined, and if 
there should be leukocytes or lymphocytes in 
excess the possibility of an inflammatory 
lesion involving either the spinal cord, the 
nerve roots, or the meninges should be con- 
sidered. 


Most authors* recommend the use of a 
contrast medium, usually an opaque oil such 
as lipiodol or more commonly pantopaque, 
for visualization of the spinal canal to deter- 
mine the presence or absence of a space- 
taking lesion. The oil is injected in the lum- 
bar region, and the patient undergoes a 
fluoroscopic examination. This test should be 
done by a competent roentgenologist who is 
experienced in the observation of the flow 
of a column of opaque oil in the spinal sub- 
arachnoid space’. If a defect is found in 
the cervical region at a site that would ex- 
plain the patient’s symptoms and Signs, and 
if the defect is of the type ordinarily seen in 
the case of a protruded intervertebral disk, 
the test is of great help and the diagnosis 
can be said to be confirmed. After the fluoro- 
scopic observation of the column of fluid, 
roentgenograms should be made for perma- 


*I rarely use myelography for cervical lesions, but depend 
instead on the other examinations described for diagnosis. 
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nent record and for the use of the surgeon 
in removing the disk. After the roentgeno- 
grams are made, it is the usual practice to 
remove the opaque oil from the subarachnoid 
space. In the case of obstructive lesions some- 
times the oil is left until the time of the lam- 
inectomy and removed at that time. 

When the diagnosis has been made, one 
can determine whether to treat the patient 
conservatively or by surgical means. It seems 
to me that if conservative treatment is to 
be carried out, myelography should be post- 
poned until the patient is having sufficient 
trouble to justify an operation, or until it 
has been demonstrated that conservative 
treatment is not going to afford symptomatic 
relief. 


Conservative treatment 


The conservative treatment of protruded 
intervertebral disk or of symptoms and signs 
of involvement of one or more nerve roots in 
the cervical region consists of the applica- 
tion of cervical traction. There are many 
ways of doing this. Traction may be admin- 
istered by means of a halter, under the direc- 
tion of a physician or physiotherapist. A 
homemade halter may be provided and the 
patient instructed in using it in his own 
bed". Traction can be applied at night when 
the patient retires, and he can sleep in the 
apparatus; or, if the pain is severe, it may be 
necessary to apply continuous traction day 
and night. 

Some patients benefit from the applica- 
tion of heat to the muscles of the neck, par- 
ticularly those posteriorly, and some feel 
better after gentle massage of these muscles. 

Patients with a moderate amount of pain 
should be given analgesics such as acetylsali- 
cylic acid, while others require codeine or 
morphine. It is unwise, it seems to me, to 
allow a patient suspected of having a pro- 
truded intervertebral disk to be given an 
opiate for any prolonged period of time, be- 
cause of the danger of addiction. It seems 
better, if the patient’s physical condition will 
permit, to proceed with the necessary diag- 
nostic procedures, including exploration of 
the cervical canal. 


Surgical treatment 


The operation for the removal of a pro- 
truded cervical disk can be performed under 
local paravertebral block, after the prelim- 
inary administration of an analgesic or hyp- 
notic drug. It is my practice to perform the 
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operation under general intratracheal anes- 
thesia. By the time the patient has come to 
operative treatment he has had considerable 
pain, and he does not want the additional 
pain of a paravertebral block. The manipu- 
lation of the nerve root which is usually 
necessary in removing the protruded disk is 
painful, and often results in muscular twitch- 
ing and jerking of the arm which might be 
alarming to the patient. Under a general 
anesthesia the procedure can be carried out 
without pain. 

The position of the patient on the table 
deserves some consideration. The operation 
can be performed probably with more ease 
with the patient in the upright position such 
as is commonly used for operations on the 
posterior fossa of the cranium. It seems to 
me, however, that there is slightly increased 
risk in operating on cervical disks in this 
position. The extradural veins are usually 
large and engorged in the region of a pro- 
truded disk, and there is slight risk of air 
embolism or difficulty in controlling the 
veins. There is always the potential danger 
of cerebral ischemia with resultant visual 
difficulty, particularly if the patient’s blood 
pressure should drop markedly. 

The operation may be carried out with 
the patient in the lateral decubitus position 
(I have performed cervical laminectomy with 
the patient in this position more than once). 
I prefer to have the patient in the face-down 
cerebellar position—that is, with the face 
resting in a well padded horseshoe and the 
neck on slight stretch, so that the spinous 
processes stand out rather distinctly in the 
midline. 

The operation of choice when approaching 
the intraspinal lesion is hemilaminectomy—- 
that is, removal of the lamina or laminae only 
on one side of the spinal canal. However, 
there is no contraindication to doing a bi- 
lateral laminectomy with removal of spinous 
processes. This operation is indicated in cases 
of midline protrusion, or when the protruded 
disk is calcified and it is necessary to forego 
removal for fear of additional damage to 
the spinal cord. This operation also permits 
the surgeon to divide teeth of the dentate 
ligament in order to decompress the spinal 
cord fully and permit it to move posteriorly 
away from the midline irremovable lesion. 
In either a hemilaminectomy or a bilateral 
laminectomy the muscles should be stripped 
from the midline, subperiosteally. This pre- 
vents excess bleeding and permits quick an- 
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atomic and more secure closure of the wound. 
The operation should be limited to the site 
of the lesion, and no more bone should be 
removed than is essential for the removal of 
the lesion; adequate exposure, however, is 
essential. 

In the removal of a protruded disk involv- 
ing only one nerve root, most of the two 
adjacent laminae may be removed in order 
to expose the involved nerve root and to re- 
move the protruded disk, which lies anterior 
to the nerve root. If the fragment is unus- 
ually large and extends toward the midline, 
it may be necessary to have more room to 
work, so that the cord will not be damaged 
when the fragment has to be rotated moder- 
ately to remove it from the anterior surface. 
There may be one large fragment or mul- 
tiple small fragments. Care should be taken 
that no fragmented cartilage remains be- 
hind. 

Ordinarily it is not necessary to open the 
dura mater. If, as stated before, the lesion is 
irremovable and maximal decompression is 
to be accomplished, the dura, as well as the 
arachnoid membrane, must be opened, so 
that several teeth of the dentate ligament 
in the region of the irremovabie lesion can 
be divided, thus allowing the spinal cord to 
move away from the anterior compression. 


It may be difficult to confirm the site of 
the protruded intervertebral disk after re- 
moval, especially when it has been necessary 
to remove two or three laminae in order to 
get adequate exposure. My practice is to 
place an ordinary hemostatic silver clip just 
posterior to the involved nerve root for post- 
operative roentgenographic confirmation of 
the location from which the protruded disk 
was removed. It is then easy to correlate the 
location of the lesion, found at operation, 
with the history and the physical, neurologic, 
and roentgenographic findings. This is sig- 
nificant because, in some cases, a diagnosis 
of protrusion at a particular level may be 
made clinically, and on exploration the pro- 
trusion may be found one space higher or 
lower. It is important, therefore, in speaking 
of the syndrome of the protruded disk and 
the findings which one is likely to encounter, 
to know the exact location at which the lesion 
presented itself (fig. 4b). 

Results: If a patient is operated on dur- 
ing the acute phase—that is, while he has 
severe pain and disability—and a free-lying 
fragment of disk is found and removed with- 
out the necessity of undue traction or manip- 
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ulation of the nerve root, he can expect im- 
mediate relief on awakening from the anes- 
thesia. In some cases, owing to the adherence 
of the fragments to the involved nerve root 
and the consequent manipulation required 
for removing the disk, there may be residual 
pain and discomfort for several days. 
When there are hypertrophic ridges or a 
calcified protruded disk that cannot be re- 
moved, the improvement is likely to be slower 
and less dramatic than in the more clear- 
cut, typical protrusion. In some cases—par- 
ticularly those of a large midline protrusion, 
and in patients who have experienced rather 
severe neurologic deficits before treatment— 
the period of convalescence may extend from 
a year to a year and a half, or even two 
years, before maximal improvement occurs. 
One should not be discouraged, therefore, if 
the immediate result is not brilliant. Even 
those patients who have had severe neurol- 
ogic deficits may, over a period of months, 
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Fig. 4. (Case 1.) a. Lateral roentgenologic view of the cervical portion of the spinal column. Note 
the straightening of the lower portion of this part of the spinal column, the narrowing of the sixth 
intervertebral space, and the localized hypertrophic changes at the site of protrusion of the disk. 
b. Postoperative anteroposterior view, showing the silver clip placed at the sixth interspace at the 
time the protruded disk was removed. Inset. The protruded sixth cervical disk that was removed. 


show rather marked and gratifying improve- 
ment. The following illustrative case reports 
may be helpful in the diagnosis of similar 
2ases. 

Illustrative Cases 
Protrusion of the sixth cervical disk 

Case 1. A man aged 36 years gave a history of 
pain in the right upper extremity of five months’ 
duration. Fifteen or sixteen years before he had 
dislocated his right shoulder, and had been treated 
for five months for this condition. Eight years be- 
fore coming to the Mayo Clinic he had been knocked 
unconscious in an automobile accident. 

The patient stated that approximately five months 
before coming to us he had awakened one morning 
with a pain in the back of his right shoulder. The 
pain became worse during the next few days, and 
gradually involved the arm, forearm, and middle 
three fingers of the right hand. The pain, which 
had been fairly constant, was usually dull and ach- 
ing, becoming severe at times, particularly at night. 
The patient had recently noticed slight weakness 
in the right upper extremity, being unable, for 
example, to use both hands equally well in holding 
or spreading out a newspaper. About once a week 
he had felt what he described as an “electric shock” 
sensation in the right arm. He believed that cough- 
ing, turning his head, and lying down aggravated 
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the pain, while sitting up tended to decrease it. 

Two weeks before coming to the clinic the patient 
had been hospitalized for nine days. He had been 
given a thorough study, including a lumbar punc- 
ture. The spinal fluid was found to contain only 
18 mg. of total protein per 100 cc. (that is import- 
ant when compared to our findings). At the time 
of his examination at the clinic, the patient de- 
scribed the path of his pain as beginning in the 
region of the right scapula and extending over the 
point of the right shoulder, into the right arm, down 
the extensor surface of the forearm, and occasion- 
ally into the middle three fingers of the right hand. 

Physical examination revealed slight limitation 
of spinal motions and complaint of pain on any 
motion of the cervical portion of the spinal column. 
Neurologic examination revealed slight weakness of 
the triceps and biceps muscles on the right side. 
Slight weakness of the flexors and extensors of the 
wrist, slight weakness of the hand grasp on the 
right side, and some atrophy of the muscles of the 
right arm were also noted. The right triceps reflex 
was moderately reduced in comparison with that of 
the left side. There was subjective hypesthesia over 
the second, third, and fourth fingers of the right 
hand, A scalenus anticus test on the right side was 
slightly positive.* 

The roentgenologic examination of the cervical 
part of the spinal column revealed narrowing of the 
sixth cervical interspace (fig. 4a). A diagnostic 
lumbar puncture was performed. The Queckenstedt 
test gave normal results—that is, there was no 
evidence of disturbance of the hydrodynamics of 
the spinal fluid. Examination of the spinal fluid 
revealed a total protein content of 150 mg. per 100 
ce, There were 5 lymphocytes per cubic millimeter. 

While undergoing examination, the patient had 
five cervical traction treatments without any relief 
of his pain. A diagnosis of protrusion of the sixth 
cervical disk with compression of the seventh cer- 
vical root on the right was made, and removal of 
the lesion was advised and carried out. With the 
patient in the face-down position, laminectomy was 
performed on the right side, and a very large, 
typical, free-lying protrusion of the sixth cervical 
disk, compressing the seventh cervical nerve root, 
was exposed and removed. A silver clip was placed 
at the site of removal, and a postoperative roent- 
genogram confirmed the location at the sixth cer- 
vical interspace (fig. 4b). The patient’s convales- 
cence was uneventful. He was dismissed from the 
hospital on the eleventh postoperative day, and 
from the clinic the following day, with instructions 
to convalesce for six weeks before returning to 
his former work as a restaurant employee. 


Protrusion of the seventh cervical disk 

Case 2, A 46 year old man who had been a patient 
at the clinic two years previously returned for 
treatment. At the previous visit his history had sug- 
gested the syndrome of Pancoast’s tumor. Nodes 
were felt in the left supraclavicular region. A lesiou 
of the left hilus was suspected, and bronchoscopic 
examination was carried out in the hope of making 
a diagnosis. A specimen for biopsy was taken, and 
secretions were aspirated from the left side of the 
bronchial tree for cytologic study. The tissue from 
the bronchus was inflammatory. The bronchial se- 
cretions and smears revealed no malignant cells. 

One consultant who saw the patient at the time 


*It is not uncommon for a patient with a protrusion of a 


cervical disk to reveal a positive scalene maneuver. I have seen 
several patients who had had an anterior scalenotomy else- 
where without relief until the correct diagnosis of protruded 
disk was made and the offending fragment of protruded disk 
was removed, This mistake arises because the anterior scalene 
muscle, which receives its nerve supply from the brachial plexus, 
goes into spasm because of the irritation of a root of the bra- 
chial plexus. The spastic muscle then compresses the sub- 
clavian artery when the patient is tested by the Adson maneu- 
ver. Theoretically, a procaine block of the muscle would be of 


help in differentiating the’ two conditions. 


MEDICAL JOURNAL 





July, 1951 


of the first visit felt that protrusion of a cervical 
disk was to be excluded, since the patient’s pain 
in the left upper extremity could be produced every 
time his neck was hyperextended. The patient also 
stated that coughing and sneezing aggravated the 
pain. Roentgenologic examination of the cervical 
portion of the spinal column revealed a loss of the 
normal cervical lordosis. It was the opinion of the 
orthopedic consultant that although the patient had 
an acromioclavicular arthritis, this did not account 
for the pain in the left arm. 

The patient stated that after his first visit to 
the clinic he went home and got along fairly well. 
He remained off work for another month and ob- 
tained considerable relief. When he went back to 
work he was able to work for some months before 
he had another attack of pain in the left shoulder, 
arm, and forearm, extending into the wrist. This 
pain lasted for three or four weeks, after which he 
felt better for a time. Then, after an attack of 
bronchitis and influenza, the pain became severe 
again in the left shoulder and the left upper ex- 
tremity, and extended into the fourth and fifth 
fingers. Cervical traction made his pain worse; this 
not infrequently occurs, contrary to some authors, 
when protrusion of a cervical disk is treated with 
traction. 

In the two years that had passed since the pa- 
tient’s first visit, there had been no developments 
to warrant further suspicion of a malignant con- 
dition involving the chest or brachial plexus. It 
was decided to proceed with further investigations 
to establish a diagnosis of protrusion of a cervical 
intervertebral disk. 

On physical examination it was noted that mo- 
tions of the neck caused a reproduction of the pain, 
which partook of root characteristics, extending to 
the fourth and fifth fingers. When the pain was 
severe, it extended to all fingers. The results of 
neurologic examination were normal, as they had 
been at the time of his visit to the clinic two years 
before. A diagnostic lumbar puncture resulted in 
normal findings, with ‘a total protein content of 
only 30 mg. per 100 cc. A diagnosis of protruded 
intervertebral disk, probably at the seventh cervical 
space and involving the eighth cervical nerve root 
on the left, was made, and operation for its re- 
moval was advised. 

A left cervical hemilaminectomy was performed, 
with the patient under intratracheal anesthesia and 
in the face-down position. The eighth cervical nerve 
root was enlarged, hyperirritable and congested, 
whereas the nerve root above and the one below 
were normal. A free fragment of protruded disk 
was removed from above and beneath the involved 
eighth cervical nerve root. The dura mater was not 
opened, A silver clip was placed for postoperative 
roentgenographic confirmation of the location of 
the lesion. This was particularly valuable in this 
case, for, although clinically it was felt that the 
lesion was at the seventh cervical interspace, it 
was my opinion that the fragment had been re- 
moved from the sixth cervical interspace. The plac- 
ing of the silver clip definitely confirmed the 
preoperative clinical localization. 

The patient was in the hospital ten days, and at 
the time of the postoperative examination all his 
preoperative complaints were gone, There was a 
little stiffness in the neck. Neurologic examination 
gave negative results. There was no wasting of 
the muscles of the hand, and the reflexes were 
normal, The surgical treatment in this case gave 
an excellent result after a thorough trial of con- 
~ 7 tmigg treatment had failed to accomplish any- 
thing. 


Protrusion of the sixth cervical disk 


Case 3. A 48 year old man was referred to the 
clinic because of a suspected lesion in the cervical 
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part of the spinal column. Approximately two and 
a half years before he had been in a head-on auto- 
mobile accident and sustained an injury to the left 
shoulder and left side of the head. About two years 
after this accident he noted that his left shoulder 
was slumping and that his head was pulling to the 
right. Two months later he noted soreness in the 
left side of the thorax and in the muscles in the 
left side of the neck. Heat gave temporary relief. 
About a month later the soreness in the left side 
of the neck returned, and aching pains developed 
in the left shoulder and arm; the pain gradually 
worked down to the second and third fingers of his 
left hand. Later, paresthesias developed down the 
outside of the arm and the medial side of the sec- 
ond and third fingers, and the thumb. Turning or 
extending the neck produced pain. He had not no- 
ticed any effect from coughing or sneezing, nor 
any weakness or clumsiness in the use of his left 
hand. 

On physical examination it was noted that move- 
ments of the cervical portion of the spinal column 
were moderately limited, that pressure over the 
spinous process of the sixth cervical vertebra caused 
some tenderness, and that pressure on the left side 
of the neck caused tingling in the fingers of the 
left hand. Scalene maneuvers were negative for 
the scalene syndrome. The results of neurologic 
examination were normal: there was no loss of 
motor power, no change in the reflexes, and no 
loss of sensation, 

Roentgenologic examination of the cervical part 
of the spinal column revealed hypertrophic changes 
in the lower cervical vertebrae and generalized de- 
crease in the intervertebral spaces. The results of 
a diagnostic lumbar puncture were within normal 
limits; there was no disturbance of hydrodynamics. 
The total protein content of the spinal fluid was 
only 20 mg. per 100 cc. The only neurologic signs 
were spasm of the muscles of the neck and the 
extension of the pain, and the more or less char 
acteristic hypertrophic changes observed in the 
neck were such as are seen in cases of arthritis 
and extensive traumatic conditions. Because of the 
} bed of pain, suggesting root characteristics, and 
the extension to the thumb, index and middle fin- 
gers, however, a clinical diagnosis of protruded 
intervertebral disk was made. 

Since the patient had not obtained relief on con- 
servative treatment, a left cervical hemilaminec- 
tomy was performed. A typical protrusion of the 
sixth cervical disk on the left side, compressing 
the seventh cervical root, was found and removed. 
At the time of operation it was noted that the 
sixth root as it crossed the fifth space was also 
hyperirritable, but this irritability was due to a 
hypertrophic ridge at the fifth interspace and not 
to a protruded disk, whereas there was a typical 
protrusion at the sixth space. A silver clip was 
placed at the site of removal and a postoperative 
roentgenogram confirmed the site of the protru- 
sion at the sixth cervical space on the left, 

The day following the operation the patient vol- 
unteered the information that he could lie on his 
left side for the first time without pain, and that 
the numbness of the fingers had decreased since 
the removal of the protruded disk twenty-four hours 
previously. He was confined to the hospital for 
only eight days and, after a few days’ stay in town, 
was allowed to drive his own automobile half-way 
across the continent to his home. 


Protrusion of the fifth cervical disk 


Case 4. A man aged 50 years registered at the 
clinic with the chief complaint of continuous, se- 
vere, lightning-like pain over the right scapula and 
into the right shoulder. The pain had been present 
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Fig. 5. (Case 4.) Photograph of the patient seven 
days after the removal of a protrusion of the fifth 
cervical disk which had produced incapacitating 
pain in the amputation stump. 


for two weeks. He had undergone amputation of 
his right arm at the middle third of the humerus 
in 1941, following a corn-picker injury. After a 
prosthesis had been worn for a time, re-amputa- 
tion, with excision of a neuroma, was performed in 
July, 1946, because of pain and burning in the 
stump. The re-amputation relieved most of the 
pain, which had been centered in the tip of the 
stump. 

About two weeks before coming to us he slipped 
while walking and fell on his right shoulder, re- 
ceiving an abrasion at the end of the stump. The 
next day he experienced severe aching pain in the 
right shoulder, extending out into the stump. This 
pain, which was sharp and stabbing, seemed to 
begin in a localized spot in the middle of the scap- 
ular region and then to spread out over the shoulder 
and into the right axilla, He stated that this pain 
was quite different from that which he had had 
previously in the stump. 

Physical examination revealed considerable atro- 
phy of the muscles about the right shoulder joint, 
which was considered to be consistent with ampu- 
tation through the upper part of the arm. Roent- 
genologic examination of the right shoulder region 
showed no abnormality of the bones, but slight 
narrowing of the fifth cervical interspace. The 
results of neurologic examination were within nor- 
mal limits. Owing to the high amputation (fig. 5) 
of the right upper extremity, reflexes, motor pow- 
er, and sensation of the right upper extremity 
could not be tested. Multiple nerve blocks, including 
a block of the right suprascapular nerve and para- 
vertebral nerve blocks in the high thoracic region, 
were carried out without benefit. 
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This patient’s condition was recognized as atypi- 
cal and as presenting a definite diagnostic prob- 
lem; consequently, he was kept under observation 


and conservative treatment for several weeks. 
However, since he stated that the recent pain was 
quite different from that which he had had pre- 


viously in the amputated stump, since motion of 
the neck produced the pain, suggesting that it was 
of the root type, and since there was narrowing of 
the fifth cervical interspace, a diagnostic lumbar 
puncture was performed, in spite of the fact that 
there was no extremity to test for reflexes and 
sensations to determine whether an intraspinal le- 
sion was causing the — Although the hydro- 
dynamics of the spinal fluid were normal, the total 
protein content was 45 mg. per 100 cc. An explor- 
atory right cervical hemilaminectomy to determine 
the presence or absence of a protruded cervical disk 
was advised; if none should be found, a rhizotomy 
of the posterior roots of the eighth cervical and the 
first and second thoracic nerves was to be carried 
out. 

On September 29, 1948, the patient had a right 
cervical hemilaminectomy, with the removal of a 
typical protrusion of the fifth cervical disk which 
was compressing the sixth cervical nerve root. The 
nerve root was enlarged, hyperirritable, and dis- 
placed posteriorly by a typical free-lying protru- 
sion of the underlying disk. After the protruded 
disk was removed, a silver clip was placed just 
posterior to the cervical nerve root from beneath 
which the protrusion had been removed, for post- 
operative roentgenologic confirmation of the exact 
location. 

The day following the operation the patient 
stated that he was pain-free in the right upper 
extremity for the first time in five weeks (since 
onset of pain). His convalescence was uneventful, 
he was confined to the hospital for only seven days 
and obtained an excellent result. 


This case is of unusual interest from many 
points of view, but from two in particular. 
The diagnosis was suspected in spite of the 
fact that the patient had no right upper 
extremity to test for reflexes, sensation, or 
motor power. The history and clinical find- 
ings strongly suggested the diagnosis, and 
the increase in total protein of the spinal 
fluid gave further evidence of an intraspinal 
lesion. A medicolegal question was present 
in this case; namely, did the second acci- 
dent—that is, the fall—account for the pa- 
tient’s pain and disability, or were they the 
result of the injury which occurred nine 
years before, when he sustained a traumatic 
amputation of his right upper extremity? 


Summary and Conclusion 


There are many anatomic and neoplastic 
conditions which may give rise to intract- 
able pain in the neck and upper extremities. 
Before adequate and satisfactory treatment 
can be carried out, an accurate determina- 
tion of the etiologic factor in each case should 
be made. Among the common causes of such 
pain are the anterior scalene syndrome, with 
or without cervical ribs; the costoclavicular 
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syndrome; nocturnal dysesthesias of the 
arm; the hyperabduction syndrome, tumors 
of the cervical cord and its nerve roots; cer- 
vical arthritis; brachial neuritis; and pro- 
trusion of cervical intervertebral disks. 

The diagnosis, differential diagnosis, and 
methods of studying such cases are given. 
Conservative and surgical treatments are 
described, along with the preferable type of 
anesthesia. The results which can be ex- 
pected from treatment are mentioned. A re- 
port of 4 cases of protrusion of a cervical 
intervertebral disk is given in order to indi- 
cate the symptoms, signs, methods of investi- 
gation, and a type of treatment which has 
given excellent results. 

Although pain in the neck and upper ex- 
tremity is very troublesome, and can be 
completely disabling because of its severity, 
most patients with such a complaint can be 
benefited if the etiologic factor is ferreted 
out and the proper treatment administered. 
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Sandoz Announces Editorial Appointment 


Rudolf A. Steindler, a science writer of broad 
experience, has been appointed to the medical ed- 
itorial staff of Sandoz Pharmaceuticals. “Bob” 
Steindler is well known in the editorial and publish- 
ing field for his writings on medical and related 
scientific subjects. He has been active in editorial 
work for medical and pharmaceutical publications. 
Among the assignments he has handled are asso- 
ciate editorship for a leading pharmaceutical jour- 
nal, the preparation of reports for the Office of 
Scientific Research and Development, and accounts 
on projects at a State Agricultural Experimental 
Station. 
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JOINT RESPONSIBILITIES OF PUBLIC 
HEALTH WORKERS AND PRIVATE 
PRACTITIONERS 


J. W. R. NORTON, M.D., F.A.C.P.* 
RALEIGH 


The customary detailed report to this Con- 
joint Session has been submitted. It is felt, 
however, that instead of an annual review 
of activities at this time, it would be more 
helpful to mention and comment on some of 
the opportunities for constructive joint ac- 
tion by private practitioners and _ public 
health workers. Let us go into consultation 
regarding our state and our community, 
just as we might determine the essential 
findings, make a diagnosis, and work out a 
plan of treatment for an individual patient. 


The Need for Unity 


We are often faced with unreasoning and 
undeserved criticism, and with open attempts 
to make immediate radical changes by those 
with selfish motives or those who have sin- 
cere intentions but lack a basic understand- 
ing of the total problem. It is essential that 
we who have dedicated our lives to medica! 
and health care understand each other and 
give intensive study to current problems and 
the best methods for their solution. We must 
resist all attempts to drive wedges between 
those physicians who work for salaries and 
those who are reimbursed on a fee for serv- 
ice basis. Clinicians, researchers, laboratory 
workers, teachers, and public health physi- 
cians alike seek the goal of constantly im- 
proving health in North Carolina. Specialists, 
general practitioners, and their patients are 
benefited when similarities rather than dif- 
ferences are emphasized. In providing mod- 
ern medical and health care, it is essential 
that we work together in harmony. The 
best treatment includes prevention. Desir- 
able public health methods assist, and never 
interfere with ethical private practice. 

Our embarrassment and disappointment at 
unfair criticism and selfish attempts at regi- 
mentation must not be allowed to induce a 
persecution complex, with a resulting ten- 
dency to strike out blindly at foe and friend 
alike. Careful analysis should enable us to 
determine basic motives, and it should prove 


Read before the Conjoint Session of the State Board of 
Health and the Medical Society of the State of North Carolina, 
Pinehurst, North Carolina, May 9, 1951. 
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helpful to discuss all medical and health 
planning with our co-workers and those who 
pay the bill. Private practitioners, public 
health workers, and the public all operate 
under a distinct handicap when one group 
assumes that the other groups are not equal- 
ly unselfish and are working in opposition. 
All sound public health programs have been 
initiated, and are maintained, under the 
leadership of public-spirited private practi- 
tioners. The few short-sighted personalities 
who would interfere with a continuation of 
this sound long-range plan fortunately are 
decreasing. Strife and distrust must be re- 
placed everywhere by constructive and pa- 
tient understanding. 


The Problem of Non-Communicable 
Diseases 

A year ago attention was invited to the 
rising toll from diseases of the heart and 
blood vessels, cancer, nephritis, diabetes, 
mental disease, and accidents. Again, there 
is basis for the confident belief that we can 
work out a program in the control of these 
non-communicable diseases that will be eth- 
ical, acceptable and effective, and that will 
encroach upon the prerogatives of none. All 
public health programs directed against these 
problems will have but one objective—name- 
ly, to promote early private medical care for 
the patient and to insure the success of that 
care by providing every physician who needs 
them the services of personnel trained in 
case-finding, follow-up, and rehabilitation. 
We can make full use of the lessons learned 
in developing dependable techniques of con- 
trol against communicable diseases, and at- 
tack health hazards in the field of non-com- 
municable diseases with the same vigor, 
tenacity, and freedom from emotional or 
personal consideration. 

Neither the public health objectives nor 
those of the private practitioner can re- 
main static. We must make progress to- 
gether. The community patient and the indi- 
vidual patient have each received increas- 
ingly prompt and effective care. Public 
health procedures have successively empha- 
sized the importance of quarantine and fum- 
igation, regulatory sanitation, isolation and 
immunization, chlorination and pasteuriza- 
tion, epidemiologic investigation, nutrition 
and health education, prenatal care and fam- 
ily planning, case-finding, and provision for 
early treatment by private physicians. There 
is always resistance to change, and the timid 








288 


have predicted dire calamity as procedures 
that were acceptable in former days have 
become obsolete, or as the emphasis has 
shifted. Private practitioners will be happier 
and do better work when every case of can- 
cer, heart disease, diabetes, and mental dis- 
ease is found early, just as was formerly 
the case when children became immunized 
against smallpox, typhoid, diphtheria, whoop- 
ing cough and tetanus, and cases of tuber- 
culosis and syphilis were detected earlier. 
Prompt elimination of reservoirs of infec- 
tion and of influences that undermine indi- 
vidual or community health has become a 
recognized necessity. 


For the Good of All 


The field of opportunity for cooperation 
between public health and private practice 
is limited neither to communicable disease 
control nor to services for the indigent. 
Whatever proves most beneficial to the con- 
servation, the promotion, or the recovery of 
health for the individual or the community 
patient has been observed to be good for the 
doctor. There are no exceptions of conse- 
quence to this rule. When we prevent the 
preventable, provide for universal early case- 
finding, and arrange jointly for prompt and 
adequate treatment, no one suffers. The pri- 
vate practitioner is aided, and the public is 
benefited when state and local health de- 
partments work to prevent disease, assist in 
case-finding, and help to provide expensive 
equipment and facilities for treatment. Your 
public health departments are striving whole- 
heartedly to improve working conditions for 
private practitioners and to develop volun- 
tary prepayment hospital and medical care 
plans. 


Civic Responsibilities and 
Public Relations 


As individuals and as a profession we 
must continuously strive to make good with 
the public who pays the bill, not only for 
public health, but for private practice as 
well. Better training in public relations and 
in our civic responsibilities is needed for our 
profession, which must be alert to the con- 
tinuing necessity for current internal cor- 
rections and long-range planning. This re- 
mains the biggest gap in medical education. 
It has been said that “the public is down on 
what it is not up on.” As individuals and as 
a profession we must have it said of us that 
we are earnestly striving to make good and 
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better; not that we appear to think we have 
arrived. 

In some cases, private practitioners, while 
alert to the need for improvements in the 
treatment of illnesses and injuries, have ne- 
glected their responsibility for leadership in 
planning efficient local health departments, 
and hospital and medical care for their 
communities. It is desirable that our griev- 
ance committees aim toward long-range con- 
structive planning, in addition to making 
delayed corrections. If physicians fail to 
lead in community health planning through 
boards of health, health councils, rural health 
conferences, and all other means, those who 
take over this function may omit medical 
consultation even during the planning stage 
of their activity. 

The public is not fully informed as to its 
part in adjusting to some of our modern 
changes. With good roads, electricity, tele- 
phone service, and desirable developments in 
clinics and hospitals, there is no more need 
for a physician at every crossroad than for 
a general store. A doctor ten miles away may 
be more readily available now than the one 
who, a generation ago, was within walking 
distance. A well informed public can also 
conserve the doctor’s time and save consider- 
able expense by becoming accustomed to of- 
fice rather than home visits, day rather than 
night calls, and prompter but shorter hos- 
pitalization. In former generations the doc- 
tor and hospital were used only in extreme 
emergencies.. Medical costs are less when the 
physician is consulted early for the “ounce 
of prevention” or the “stitch in time.” 

Perhaps the glamor of the medical special- 
ist and the specialized or categorical public 
health worker has been disproportionately 
emphasized; certainly too little is associated 
with the general practitioner and the gen- 
eralized service of the local health depart- 
ment. Medical students fear lack of prestige 
in general practice, and the public and ap- 
propriating bodies get exaggerated views of 
individual diseases and other specific health 
problems rather than an enthusiastic appre- 
ciation of the best general medical and health 
service. 

Constructive suggestions for the improve- 
ment of public health practices are always 
welcome from individuals and from the coun- 
ty and state medical societies. These sug- 
gestions should be made to local boards or 
the State Board of Health, however, and not 
handled so as to create the impression that 
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we in medical and public health work are a 
house divided. County medical societies are 
urged to furnish leadership and guidance in 
medical and health planning. Local health 
departments are relatively free, and should 
be responsive to their local medical societies 
and the people they serve. 

State Board of Health rules on policy are 
general and flexible. Where we fall short in 
uniformity, we gain in freedom and effec- 
tiveness, in school health and other services. 
Your local health officer, local or state, wel- 
comes the kind of relationship that each of 
you would wish if you were a health officer. 


Freedom from Regimentation 


There are two misconceptions that I would 
like to correct. One is that the use of tax 
funds inevitably leads to bureaucratic control 
and loss of individual freedom. The selective 
and wise use of tax money may have the 
opposite effect. Federal appropriations to our 
State Board of Health, and state and federal 
monies used by our local health departments 
aid and assist, but have not interfered with, 
our complete state and local freedom. The 
same can be said, so far, with regard to the 
Hill-Burton funds in the construction period. 
Hospital maintenance problems are becoming 
complicated and deserve careful long-range 
planning. 

Another misconception is the idea that 
public health work in North Carolina in- 
fringes upon the field of private practice 
and leads to increasing governmental con- 
trols. If each of you would analyze carefully 
the work of your State Board of Health and 
your local health department you would be 
convinced otherwise. Which of these services 
would you as private practitioners eliminate, 
or be able, or wish to do altogether by your- 
selves: environmental sanitation; control of 
sewage, water, and food; epidemiology ; ma- 
ternal and child health; health education; 
vital statistics; diagnostic and central labor- 
atory; oral hygiene; industrial hygiene; men- 
tal health; organizing for cancer case-find- 
ing; planning school health services ; making 
arrangements for crippled children’s work; 
education in nutrition; accident prevention? 

Physicians on our state and local boards 
of health have a major share in planning and 
in guiding policies in this state. North Caro- 
lina physicians, dentists, pharmacists, and 
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other leaders can take real pride and re- 
assurance of continued freedom from med- 
ical regimentation in the excellent public re- 
lations created by these health services. 


Legislative Matters 


A matter worthy of mention, even in a 
brief report, is the organized effort of those 
taking the shorter, easier, cheaper course of 
training to do away with all distinctions be- 
tween them and doctors with more thorough 
preparation. In the 1951 General Assembly 
the following bills were introduced: that a 
chiropodist be defined as a physician and 
surgeon of the foot and leg; that naturopaths 
have a special board; that chiropractors be 
allowed to sign death certificates; that drug 
clerks become assistant pharmacists; that 
optometrists not be distinguished from oph- 
thalmologists in referrals by public agencies. 
A common theme is evident in all five bills: 
“Do less, but demand just as much recogni- 
tion as the one who does more. Scream ‘dis- 
crimination!’ when a distinction on the basis 
of qualifications is attempted.” Does the plan 
of salvation operate “without discrimina- 
tion” when it promises a crown only to those 
who bear the cross? Ability to select and to 
make a distinction are basic necessities for 
progress in medicine and public health. Re- 
move this freedom from public agencies and 
the loss of individual freedom may soon 
follow. 

Other items of interest from the 1951 Gen- 
eral Assembly are: the appropriation of 
$50,000 for a cancer hospital for indigent 
patients in the terminal stage of the disease, 
and $86,500 for crippled children; a stream 
sanitation law to be administered by a com- 
mittee under the State Board of Health; a 
revised tuberculosis control law; establish- 
ment of a board for the registration of phy- 
sical therapists; and slight amendments to 
our laws relating to vital statistics, retire- 
ment of public health workers, diphtheria 
immunization, and sanitary districts. The 
new State Health Department building is to 
be officially known as the “Cooper Health 
Building.” 


Tribute to Dr. Cooper 


It seems appropriate to close with a refer- 
ence to one whose life was devoted to increas- 
ing joint action by private practitioners and 
public health workers to the benefit of 
everyone. After forty-five years in private 
practice and local and state health work, Dr. 
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George Marion Cooper was gathered to his 
fathers on December 18, 1950. His and suc- 
ceeding generations reverently give thanks 
to our Creator and call him blessed. For 
many, his unselfish and devoted service has 
added years to life and also life to years. 
His life is proof that public health and pri- 
vate practice can advance hand in hand, and 
that the health of each and all is thereby 
made better. He led us far along the road we 
should follow. He proved that, as we over- 
come or divest ourselves of handicaps that 
beset us as an individual or as a profession, 
our hold on those things we would like most 
to keep is strengthened. 





CONGESTIVE HEART FAILURE 


MONROE T. GILMOUR, M.D., F.A.C.P. 
and 
HoRACE H. HopceEs, M.D., F.A.C.P. 


CHARLOTTE 


Recent significant advances in the field of 
cardiac physiology justify a review of the 
new developments in an attempt to evaluate 
their implications and bearing upon accepted 
methods of treating the failing heart. 


The Theory of “Backward Failure” 


In 1889, just 61 years ago, Cohnheim™ 


noted that the injection of fluid into the peri- 
cardial sac of a dog resulted in a rise of 
venous pressure and in venous congestion. 
Starling®’, in 1896, achieved the same results 
by injecting oil into the pericardial sac. Out 
of the work of these two men was developed 
the classic, largely mechanical theory of heart 
failure, which stood virtually unchallenged 
for half a century and which only during the 
past decade has been questioned, largely as 
the result of the work of Starr”, Stead, and 
others. 


This theory of “backward failure” is con- 
vincing in its simplicity. The heart is likened 
unto a pump which propels water over a dam 
and into the stream below. When the pump 
does its work inefficiently, less water is 
pumped over the spill-way, the water rises in 
the reservoir behind the dam and second- 
arily in all the small tributaries of the reser- 
voir. Just so, as the heart fails, it ejects less 
blood with each beat from the ventricles, and 


Read before the Seventh District Medical Society, Gastonia, 
North Carolina, December .7, 1950. 
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there remains an increasing residue of blood 
in the ventricles after the systole. This resi- 
due offers greater resistance to the diastolic 
filling of the ventricles, and consequently 
causes increased pressure in the veins supply- 
ing the heart, either in the pulmonary or left 
ventricular circuit, or in the systemic, right 
ventricular circuit. The increased resistance 
to idiastolic filling is partially compensated 
for by a somewhat greater distention of the 
ventricle. 

Starling’s Law of the Heart states that 
“the mechanical energy set free on passage 
from the resting to the contracted state... 
depends on the length of the muscle fiber.’ 
Thus as diastolic ventricular filling increases, 
cardiac output again improves, venous back- 
ward pressure is somewhat lessened, and 
complete failure is postponed. Eventually, 
however, the effective limits of this mechan- 
ism are passed; with further ventricular dis- 
tention the efficiency of contraction dimin- 
ishes and more profound decompensation 
ensues. 

As venous pressure is augmented by the 
failure of the inadequately emptied and un- 
duly distended heart to receive all the blood 
flowing to it, pressure is transmitted back- 
ward through the greater veins into the lesser 
veins and capillaries. This pressure event- 
ually becomes great-enough to overcome the 
opposing osmotic pressure of the plasma and 
the mechanical pressure of the tissue and 
extracelullar fluids, all tending to retain fluid 
within the vascular system, so that there is 
transudation of fluid from the vessels into 
the extracellular space. The capillary anoxia, 
which itself results from the sluggish and 
inadequate circulation, further increases cap- 
illary permeability and favors this formation 
of edema in both lungs and body tissues. 
Impairment of the normal lymphatic return 
may further accentuate the accumulation of 
edema fluid in the tissue extracellular space. 

There are certain facts which favor this 


theory. It is known that increased renal ven- 
ous pressure itself results in increased tubu- 
lar resorption and consequently in greater 
retention of salt and water. Disputing the re- 
sults of other investigators, Harrison and 
colleagues maintain that when digitalis is 
withheld from a patient who has been in 
cardiac failure, venous pressure rises before 
weight gain occurs and not afterwards, as 
Stead contends. These observations do not 
prove the theory, however; they merely ap- 
pear to be consistent with it. 
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Fig. 1. Diagrammatic representation of the for- 
ward and backward theories of congestive heart 
failure. 


Isaac Starr“ in 1940, recollecting his ob- 
servations as an intern of the continued dis- 
tention of neck veins after death in patients 
dying of heart failure, made and reported a 
series of measurements which showed that 
the static elevated venous blood pressure in 
such patients was, in fact, maintained after 
death for a time, and therefore was not de- 
pendent on cardiac function. This work is 
looked upon as one of the key observations 
which have discredited “the backward fail- 
ure” hypothesis. It seems to us that its im- 
portance and significance in this respect has 
been considerably overestimated. It is not 
the adequate functioning of the heart, but 
rather its failure to function properly, which 
proponents of the “backward failure” theory 
have blamed for the increased venous pres- 
sure. In death, the heart achieves the ulti- 
mate in failure of function; and we cannot 
see why under such circumstances one would 
expect the increased venous pressure to dis- 
appear at once when death occurs. It would 
seem that one might predict the contrary, and 
expect a maintained venous pressure for a 
time after the heart has ceased entirely to 
pump blood from the venous to the arterial 
reservoir. 

Be that as it may, Starr went on from these 
observations to a series of animal experi- 
ments, reported in 1943°", in which he 
showed that extensive injury to the right 
ventricular muscle did not cause any signifi- 
cant increase in venous pressure, thus sug- 
gesting that the increased venous pressure of 
heart failure was not the result of the failure 
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of the myocardium itself but must be ex- 
plained by other factors. 

It seems to us, however, that one may 
question the validity of the results of these 
acute, devastating experiments as an inter- 
pretation of what happens in clinical heart 
failure. This work and other meticulous and 
interesting engineering considerations in 
connection with a mechanical pump which 
Starr devised, did have the advantage of 
showing that other factors besides the failure 
of the pump must be present if one is to dupli- 
cate the conditions observed in heart failure. 
These other factors include general vasocon- 
striction, increased pressure on vessels from 
without, and the insertion of additional fluid 
into the vascular system. 


The “Forward Failure” Theory 


From these observations and experiments 
Starr, Stead, Merrill and others: have 
evolved the “forward failure” theory. Ac- 
cording to this theory the initiating factor— 
as it was also in the “backward failure” 
theory—is the failure of the heart muscle to 
function properly. This results in an either 
absolute or relative inadequacy of cardiac 
output for the metabolic needs of the tissues. 
As a compensatory mechanism, generalized 
vasoconstriction occurs, apparently to a dis- 
proportionate degree in the kidneys. There 
is naturally increased renal vascular resist- 
ance and a diminished renal blood flow, with 
diminished glomerular filtration, which in 
turn causes a diminished excretion of salt 
and water by the kidneys. The retained elec- 
trolytes and fluids enter the extracellular 
space, cause increased fluid volume in this 
compartment, with eventual formation of 
edema, and secondarily result in an increased 
blood volume and venous pressure. 

There are unquestionably cogent argu- 
ments for the validity of this theory. Stead 
and his associates, on the basis of observa- 
tions and experiments, are convinced that the 
gain in body weight with the onset of cardiac 
decompensation occurs before the venous 
pressure rises. This gain, they maintain, is 
followed by an increase in blood volume and, 
lastly, by an increase in venous pressure. 
Admittedly there are still many unknowns 
and many loopholes in this theory. The role of 
hormonal influences from the adrenal gland 
and elsewhere, the ways by which vasocon- 
striction is mediated, and the exact mechan- 
ism of electrolyte and water retention by 
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changes in renal tubular function remain to 
be elucidated more clearly. 


The Synthesized Viewpoint 


It is likely that the truth lies midway be- 
tween the two extreme positions and that it 
partakes to a degree of elements of both. 
Though Stead has been thought of as the most 
compelling exponent of the “forward failure” 
hypothesis, it has remained for him to form- 
ulate the best synthesis of the two view- 
points. He points out that in acute pulmo- 
nary edema of sudden onset the lungs are 
actually flooded, as a result of failure of the 
left ventricle, causing a backing up of blood 
in the way already outlined. On the other 
hand, congestion in the body, due to chronic 
failure, with the backing up of blood behind 
the right ventricle, is more difficult to ex- 
plain on this basis. Here the “forward fail- 
ure” mechanism, with the retention of sodium 
and water by the kidneys, appears to pre- 
dominate. Thus, the clinical picture in a pa- 
tient with cardiac decompensation appears to 
result from an interplay of both backward 
and forward failure. 


Clinical Implications 


What then are the clinical implications of 
this recent ferment of thought and work on 
the subject of heart failure? Has it changed 
our relatively traditional methods of treat- 
ment in any radical way? Has it improved 
the care of our cardiac patients? 

Our own answer to the first of these ques- 
tions is no, and to the second, yes. Actually, 
no new or radical departure in the treat- 
ment of the failing heart has been intro- 
duced. Our knowledge of the mechanisms 
involved has been broadened, our under- 
standing of the pathologic physiology of the 
failing heart has been increased, and cer- 
tain new emphases and evaluations have been 
given to the usual methods of therapy. As 
a result, we are able to achieve more satis- 
factory and effective results in caring for 
patients with chronic heart failure. 

In the past we were likely to think of the 
inefficient and poorly functioning myocar- 
dium as of primary and almost sole import- 
ance. Methods of treatment directed toward 
these other factors seemed of secondary im- 
portance. We have now had emphasized to 
us the fact that in the presence of heart 
failure there are actually three physiologic 
defects to be treated and, if possible, to be 
corrected: (1) the failing heart muscle; 
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(2) the retention of electrolytes, primarily 
sodium; and (3) the retention of water. At- 
tention to only one or two of these factors 
is often sufficient to restore cardiac com- 
pensation, but frequently we can prevent 
chronic invalidism or even death only by the 
most assiduous application of therapy for all 
three simultaneously. 

For each of these defects we have a cor- 
responding therapeutic tool, which may be 
used separately or simultaneously. For the 
failing heart muscle there is digitalis, for 
the retention of sodium there is a strict low 
sodium regimen*, and for the retention of 
water there are the mercurial diuretics. 
These constitute the three D’s of cardiac 
therapy—digitalis, diet, and diuretics. They 
are as basic in the treatment of a failing 
heart as are the three R’s in education. Cer- 
tain accessory therapeutic tools, such as phle- 
botomy, tourniquet application to the extrem- 
ities, oxygen, rest, adequate nutrition, vita- 
mins, and Dicumarol for the patient with 
prolonged decompensation, and extended bed 
rest, may increase the effectiveness of this 
basic therapy. 

Digitalis 

Digitalis remains our mainstay in treating 
cardiac failure. Unless there is some contra- 
indication, digitalis should be used initially, 
and diet and diureties, to a greater or lesser 
degree, as the further need indicates. With 
regard to digitalis I should like to stress 
again the fact that the only rule of thumb 
for adequate digitalization is to digitalize 
until adequate results—as gauged by cardiac 
slowing, improved function, electrocardio- 
graphic changes, and possibly the appearance 
of early symptoms of intolerance and tox- 
icity—have been obtained. The only correct 
dose of digitalis is enough! 

Unfortunately, the flooding of the market 
with an endless number of new or newly 
named digitalis and digitalis glucoside pro- 
ducts, backed by the enthusiastic claims of 
their manufacturers and of the detail men 
who purvey them, has retarded and con- 
fused digitalis therapy. Save for certain ba- 
sic differences between the whole leaf prep- 
aration. and the purified glucoside products, 
there is little in the literature to support the 
claims of superiority of one of these prep- 
arations over another. 

The purified glucosides of Digitalis pur- 
pura such as digitoxin have the advantage 
of standardization of dose based on a con- 


*And more recently the cation exchange resins. 
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stant weight rather than on biologic assay, 
and the further advantage of rather rapid 
and complete absorption from the gastro- 
intestinal tract without much variation from 
patient to patient or from preparation to 
preparation, and also with less tendency to- 
ward nausea than results from a compar- 
able dose of digitalis leaf given by mouth. 
These glucosides have the disadvantage of 
somewhat greater cost and of less easily ap- 
parent early signs of toxicity, which may 
therefore be insidious in onset. The more 
prolonged excretion of digitoxin means that 
toxic symptoms are slow to disappear when 
once recognized, making careful observation 
of the patient from this viewpoint impera- 
tive. There is evidence that digoxin has the 
advantage of more rapid excretion and hence 
greater safety. Gitalin, an amorphous mix- 
ture of water soluble glucosides, gives prom- 
ise of a wider range of effectiveness, with 
a greater margin of safety. With regard to 
absorbtion and excretion, it lies midway be- 
tween digoxin and digitoxin. 

Lantoside C (cedilanid), a purified glu- 
coside of Digitalis lanata, is available for 
rapid, emergency, intravenous digitalization, 
and makes unnecessary, except in unusual 
emergency, the use of powerful and probably 
more dangerous drugs such as ouabain and 
strophanthin, which previously had to be 
used in such situations. 

In addition to the well known effects of 
digitalis upon the heart muscle itself, there 
is some recent evidence that it may likewise 
have a peripheral effect upon the vessels, 
causing some degree of vasodilation and in 
this way improving somewhat the effective- 
ness of general and renal circulation result- 
ing from any given cardiac output. While 
this theory has not yet been finally estab- 
lished, it does represent an interesting new 
trend of thought and work. 


Low sodium diets 


To be really useful, low sodium diets must 
be relatively strict and carefully followed. 
In situations of mild failure—probably eas- 
ily controlled by digitalis alone—it may be 
enough simply to omit the salt shaker and 
allow no added salt. In those difficult cases 
which tax our ingenuity, however, much 
more strict over-all dietary programs, in- 
volving the selection and preparation of 
foods, and the careful elimination of any so- 
dium-containing medications such as saline 
laxatives, must be insisted on. 
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The most striking development in this 
field, has been the realization that careful 
sodium restrictions makes unnecessary the 
rigid fluid deprivation which used to be prac- 
ticed and, when advisable, makes it possible 
for fluids to be forced in large amounts. Sim- 
ilarly the Karrell (milk) diet is unsound, 
because of its high sodium content. 

Salt substitutes, somewhat in disrepute 
since the exaggerated and largely unde- 
served notoriety given lithium - containing 
Westsal, do not seem to be very helpful. Used 
in small or moderate amounts, the ones avail- 
able are probably not dangerous, though most 
of them contain some potassium. We find, 
however, that patients who use the substi- 
tutes are apt to tire of them sooner than they 
would of a low salt regimen, and that it is 
those patients who accustom themselves to 
the natural taste of food entirely unsalted 
who are most likely to follow a low sodium 
program indefinitely. Recent stimulating 
work with cation exchange resins leads to 
the hope that these low-sodium regimens may 
later be made more effective and possibly 
somewhat less rigid from the patient’s view- 
point. 

Mercurial diuretics 

The chief advance in the use of the mer- 
curial diuretics has been (1) the emphasis 
upon their more frequent and adequate use, 
often daily for a time, in the presence of 
chronic decompensation not responding to 
other methods of therapy; and (2) the em- 
phasis upon their prophylactic use at reg- 
ular, less frequent intervals in patients who 
are on the verge of decompensation. 

Recently, the combination of Mercuhydrin 
and vitamin C in a tablet, has provided an 
oral preparation that is usually well toler- 
ated and useful in some cases in a prophy- 
lactic and maintenance role. We recall a case 
under our care of a young woman in her 
thirties, with a congenital interauricular sep- 
tal defect. Her compensation is usually well 
maintained when she is living quietly at 
home on digitalis and a low sodium diet, with 
adequate rest. On trips, however, increased 
activity and less careful attention to diet, 
have often caused symptoms of further de- 
compensation to appear either on the trip or 
soon after her return, requiring more rest 
and fairly frequent administration of Mer- 
cuhydrin for a time. For several months now 
she has been taking one tablet of Mercuhy- 
drin with vitamin C daily, or every second 
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or third day during her trips, and has not 
required Mercuhydrin intramuscularly or 
any other further period of bed rest save 
once or twice in the presence of a respiratory 
infection. 

We should like to mention a newer mer- 
curial diuretic, Thiomerin, which has been 
studied by Batterman"). He believes it to be 
the most promising diuretic yet available be- 
cause of the degree of diuresis attained, the 
regularity of response, the wider range of 
safety, and the ease of administration. It 
may be given subcutaneously without un- 
pleasant side effects. The added advantage 
of ammonium chloride used in conjunction 
with the mercurial diuretics for greater ef- 
fectiveness is well known. 

The more enthusiastic employment of low 
salt diets, together with more frequent and 
profuse diuresis from mercurial prepara- 
tions, at times causes a serious lowering of 
blood sodium and chloride, and possibly of 
calcium, potassium, and the other electrolytes 
as well. In the milder forms this reduction 
may cause leg cramps, and may be corrected 
simply by the ingestion of salt by mouth. 
" However, it may result in hypovolemia, with 
severe electrolyte deficiency, muscle and ab- 
dominal cramps, nausea, vomiting, apathy, 
and even irreversible shock and death. At 
the first sign that the above chain of events 
is being set in motion, a plasma chloride de- 
termination should be done promptly. The 
administration of fluid and electrolytes may 
be life-saving under some circumstances. 

When diuretics are given in large amounts 
for a long period of time, without due regard 
for serious impairment of renal function, 
mercurialism may result. The remote haz- 
ard of sudden death from the intravenous 
administration of mercurial preperations 
should also be borne in mind. This method 
of administration is really no longer neces- 
sary and probably should be abandoned, 
since satisfactory intramuscular, subcutan- 
eous, and even oral preparations are now 
available. 

There is a further hazard that energetic 
and too rapid diuresis in elderly patients 
may precipitate cerebral ischemia and a toxic 
psychosis or an episode of cerebral throm- 
bosis, possibly related to dehydration. Fish- 
berg”) has emphasized the possibility that 
chronic deficiency in renal function, with 
azotemia, and even more advanced uremia 
and death may result from severe, prolonged 
dehydration. 
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Summary 


In reviewing the pathologic physiology of 
heart failure, we have emphasized that both 
the “backward failure” and the “forward 
failure” theories have evidence in their fav- 
or. The issue between them is unsettled, and 
the truth probably contains elements of both. 
Consideration of the evidence relating to 
these two theories, however, has resulted in 
a better understanding of heart failure and 
a more effective use of the available meth- 
ods for treating these patients. 
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Meat Without Salt 


Successful production of a line of “low sodium” 
canned meats for people requiring a salt free diet, 
was announced today by Armour and Company. This 
reverses the usual process of curing and flavoring 
meat with salt. 

Armour research workers not only found ways to 
make beef stew and similar products tasty without 
salt, but they succeeded in reducing the natural 
sodium in meat to a small fraction of normal. 

The new Armour meat products, put up in 5% 
ounce cans for a single serving, will contain only 
30 to 50 mg. (1/1000 Gm.) of sodium per 100 Gm. 
of food in contrast to 440 to 810 mg. per 100 Gm. 
in regular production of similar canned meat items. 
The label of each can will state the sodium content 
so that physicians and dieticians can easily calculate 
the total sodium the patient gets for the day. 
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THE KEY TO PEACE 

The clearest exposition of the American 
way of life that has appeared in many a day 
is a slim volume of only 120 pages, includ- 
ing the appendix, called The Key-to Peace. 
It was written by Dr. Clarence Manion, dean 
of the College of Law of Notre Dame Uni- 
versity, who is one of America’s greatest 
authorities on constitutional law. Unlike the 
traditional lawyer, Dean Manion writes with 
such direct simplicity and clarity that his 
little book is a delight to read. 

A striking contrast between the American 
Revolution of 1776 and the French Revolu- 
tion of 1798 is drawn. 

“The French Revolution turned in the di- 
rection of the glorified ‘Society’ or ‘State.’ 
It generated a centrifugal force which . . 
disintegrated the individual human person- 
ality, the natural hub of all social order, and 
flung its fragments out to the rim where the 
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broken pieces were congealed in the form of 
social and economic classes . . . The Amer- 
ican Revolution turned directly away from 
collectivism and toward the basic integrity 
of the individual. In so doing it generated a 
centripetal force which destroyed class con- 
sciousness in the diversified groups of our 
Revolutionary population ..... When the 
French Revolutionaries were hammering 
men into mere matter, the American Revo- 
lutionaries were exalting and safeguarding 
man’s spirit.” 

Dean Manion emphasizes the fact that the 
United States of America from the very be- 
ginning has been a religious nation, and that 
its laws were founded upon the laws of God. 
The success of Americanism has been due to 
its respect for the individual, and until re- 
cently the nation has followed the pattern 
set by our founding fathers when, to protect 
the rights of the individual citizen, they 
carefully planned an elaborate system of 
checks and balances to prevent the govern- 
ment from becoming too powerful. 

The desirability of the American way of 
life was proved by the hordes of immigrants 
who came to our country from Europe. Other 
countries, Dean Manion points out, have had 
greater resources than has America, but they 
have not respected the individual. The lesson 
is plain that it makes little difference wheth- 
er a government that ignores the individual 
is a monarchy or a parliament. A sharp con- 
trast is drawn between socialism and com- 
munism, on the one hand, and Americanism, 
on the other. 

The fifth chapter of this little book boldly 
defends private enterprise and the right of 
the individual to acquire and hold private 
property if possible. “Proposed alternatives 
to private enterprise all add up to a super- 
state which will sterilize the natural incen- 
tive impulse of human beings with a system 
of complete government endowed ‘security.’ ”’ 

Dean Manion discusses the alarming tend- 
ency in this country to be duped into follow- 
ing the European pattern of a strong pater- 
nal government, and to surrender the prin- 
ciples which have made America great. He 
urges all good Americans to join in the task 
of propagating American principles, and 
concludes with the sentence: “Our ramparts 
are behind the deathless and self-evident 
truths ot the Declaration of me peer yer : 


for it is the Key to Peace. 
If Fourth of July gifts were in order, this 
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book would be most appropriate for any 
American citizen to give another, for it is a 
clarion call to maintain and defend the prin- 
ciples of the immortal Declaration of Inde- 
pendence. It sells for $2.00 a copy postpaid 
—less in lots of more than five—and may 
be ordered from the Heritage Foundation, 


Inc., 75 East Wacker Drive, Chicago 1, IIli- 


nois. 
* * 1 
THE ONE HUNDREDTH SESSION 
OF THE A.M.A. 

The one hundredth annual session of the 
American Medical Association was held June 
11-15 in Atlantic City—which bears almost 
the same relation to the A.M.A. that Pine- 
hurst does to the North Carolina State Med- 
ical Society. Its splendid auditorium and 
wealth of excellent hotels combine to make 
Atlantic City the ideal convention city. More 
than 12,000 physicians and more than 16,000 
others were registered—for a total registra- 
tion of 28,396. As usual, the scientific and 
technical exhibits were on display, and a 
number of special group meetings were held 
several days before the formal opening ses- 
sion Tuesday night. 

Since the meeting will be covered thor- 
oughly in the Journal of the American Med- 
ical Association, only a few comments will 
be offered here. Dr. John W. Cline’s inau- 
gural address, “The Stature of American 
Medicine 1951,” broadcast over the Mutual 
and ABC networks and published in the 
Journal of the American Medical Association 
for June 16, was an excellent summary of 
the aims, objectives, and achievements of 
the American Medical Association. Because 
of the time limit imposed by the broadcast, 
the whole opening session was compressed 
into thirty minutes. The pressure on the 
speakers was apparent—but all did remark- 
ably well, notwithstanding. The greatly wid- 
ened publicity obtained by a nationwide 
broadcast was well worth the effort required 
to keep within bounds. 

The scientific exhibits alone were worth 
the trip to Atlantic City, and seasoned at- 
tendants on the annual sessions of the A.M.A. 
have learned that time spent in visiting these 
displays is well invested. North Carolina was 
ably represented by at least four exhibits: 
Trichlorethylene in Clinical Practice, by C. 
R. Stephen of Duke; Diagnosis and Treat- 
ment of Pathology of the Uterine Canal with 
the Lens Hysteroscope, by William B. Nor- 
ment of Greensboro; Accidental Poisoning in 
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Children, by Jay M. Arena and Grant Tay- 
lor of Duke; and Role of Lipotropic Agents 
in Liver Disease—A Study of Phospholipid 
Synthesis Using Radiophosphorus, by David 
Cayer and W. E. Cornatzer of Bowman Gray. 

Two groups of medal awards—gold, silver 
and bronze—are offered. “Awards in Group 
I are made for exhibits of individual investi- 
gations, which are judged on the basis of 
originality and excellence of presentation. 
Awards in Group II are made for exhibits 
which do not exemplify purely experimental 
studies but are judged on the basis of ex- 
cellence of correlating facts and excellence 
of presentation.” The silver medal in Group 
I was awarded to Drs. Cayer and Cornatzer. 

A popular feature of the scientific exhibit 
was the daily conferences on diabetes and 
on overweight, nutrition, and health. The 
television program offered by Smith, Kline 
and French attracted thousands of visitors. 
Unfortunately, the most daring exhibition 
scheduled was none too successful. This was 
a normal delivery, scheduled for 11 a.m. 
Thursday. The multitude assembled to wit- 
ness the performance had to be dismissed at 
intervals. The announcer first postponed the 
blessed event until 1 p.m.—then until 2, 
when another delay was announced. Finally, 
another patient was substituted for the orig- 
inal one, who was letting Nature take a more 
leisurely course than television called for. 

Among the 3,000 or more spectators as- 
sembled to see this normal labor shown on 
TV were scores of children of all ages, from 
adolescents down to toddlers. It may be well 
for them to learn the facts of life early—but 
one wonders if they should begin quite so 
young as were some of these. 

The attendance on the General Practice 
Section was not as good as was expected, 
although a very attractive program had been 
arranged. At least two factors were thought 
to play a part: one, that the meeting place 
assigned was in a hotel some distance from 
the auditorium, which was the center of ac- 
tivity ; the other, that the Section on Internal 
Medicine was meeting at the same time. Since 
more general practitioners are interested in 
internal medicine than in any other medical 
specialty, many would like to have the op- 
portunity of attending both sections. It is to 
be hoped that next year the conflict may be 
avoided, and that a meeting place nearer the 
center of things be assigned. 

A summary of the House of Delegates will 
be published in the Journal of the American 
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Medical Association, and our own delegates 
will have their report ready for an early is- 
sue of the NORTH CAROLINA MEDICAL JOUR- 
NAL. The choice of Dr. Louis H. Bauer of 
New York for president-elect was a popular 
one. Dr. Bauer, like the retiring president, 
Dr. Elmer Henderson of Kentucky, and the 
newly installed Dr. John W. Cline of Cali- 
fornia, has long been prominent in the A. M. 
A. He succeeded Dr. Henderson as chairman 
of the board of trustees, and has served as 
secretary of the World Medical Association. 

In summary, it may be said that its one 
hundredth session was one of the best in the 
long history of the American Medical Asso- 
ciation. 


ok oh 1 


CONTRIBUTIONS OR TAXES? 


On page 12 of the 1950 Annual Report of 
the Social Security Administration of the 
Federal Security Agency, Commissioner A. J. 
Altmeyer says: “The other large gap which 
remains in our social security program is our 
failure to assure that costs do not interpose 
a barrier between individuals and the pre- 
ventive and curative medical care which they 
need. Health insurance is essential . . . vol- 
untary insurance... offers only limited pro- 
tection, and cannot effectively meet the needs 
of the entire population . . . publicly subsi- 
dized voluntary insurance would be more 
costly, much more complicated, and less ef- 
fective than national contributory social 
insurance.” 

Contributory insurance is, of course, only 
a euphemism for compulsory insurance. It is 
pertinent here to quote from an editorial 
entitled “Paying for the N.H.S.” in the 
British Medical Journal for March 3: “Un- 
fortunately many people in this country still 
think that they are paying for the Health 
Service through their national health insur- 
ance contributions, and the Minister of 
Health, Mr. Hilary Marquand, usefully re- 
minded the country that the insurance con- 
tributions accounted for only £40,000,000 of 
the £400,000,000 which is now the annual 
bill for the N.H.S. Ninety per cent of the 
cost is paid for out of taxation, and if the 
costs continue to rise the taxpayers .. . will 
have progressively less choice in the spend- 
ing of their money. Not only that, but the 
illusion of getting something for nothing un- 
doubtedly lessens the sense of responsibility 
of those who find that they can now get, 
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apparently free of charge, those things that 
formerly they were prepared to buy for 
themselves.” 

Evidently, calling taxes “contributions” 
does not lessen the burden on the taxpayer 
in England; and it certainly could not be 
expected to accomplish any more in this 
country. 


DOCTORS’ FEES—A COMPARISON 


A recent story in a popular magazine told 
of a doctor who was called by a plumber to 
see his baby at the same time that the doc- 
tor’s water pipe sprung a leak. An exchange 
of visits was arranged, and each spent ap- 
proximately the same time making his call. 
The doctor’s bill to the plumber was $5, the 
plumber’s to the doctor $7. 

This story could be true in almost any 
place. In one North Carolina city the doc- 
tor’s fee for a house call has only fairly re- 
cently been increased from $3 to $5. When 
a doctor in this city found his oil furnace 
not functioning one morning, he called the 
repair man to investigate. It was found that 
the clock which regulated the thermostat 
had stopped. It began operating again when 
tapped by the mechanic, and ran for a few 
weeks before it stopped again and had to be 
taken down and repaired. For the first visit, 
a bill for $6 came promptly. When the clock 
stopped the second time, the doctor gave the 
diagnosis over the phone, and only a few 
minutes was needed to disconnect the clock 
and take it to the shop for repairs. The bill 
for the second visit was $14.50—S$s8 for ther- 
mostat repair and $6 for labor—presumably 
the trip to the house. 

Another doctor found that his washing ma 
chine had stalled. Being somewhat of a me- 
chanic, he diagnosed the trouble as a missing 
screw, and telephoned the office to send out 
a man with the screw. A man—and helper— 
soon came, but brought no screw. He agreed 
that one was needed, and went back to get it. 
When he returned with the screw, he found 
he had forgotten to bring a wrench to open 
up the machine so he could insert the screw, 
and had to make a second trip for the wrench. 
The bill sent was for $8.50! 

And yet some people think doctors’ fee: 
are unreasonable. 


+ 
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WHY THE PRIVATE PRACTICE OF 
MEDICINE FURNISHES THIS COUNTRY 
WITH THE FINEST MEDICAL CARE 


JOE BAXTER ROBERSON 


CANDLER HIGH SCHOOL 
BUNCOMBE COUNTY, N. C. 


It is sound and sensible for Americans to 
protect themselves against the financial 
shock of accident and illness. Since health 
insurance, so vital to every American, is here 
to stay, the question that arises is: How are 
we going to increase our health benefits? 
Will we change our voluntary basis with 
sound medical direction to a compulsory ba- 
sis with politicians at the controls? The Vol- 
untary Health Insurance Plan, which gives 
a person the right to spend the medical dollar 
as desired, means guaranteed protection from 
financial shock in time of illness. The plan 
provides a superior quality of medical care, 
low budget-basis cost, and certain knowledge 
of the costs. It offers free choice of service, 
free choice of doctors, and freedom from pay- 
roll taxes. The proposed Compulsory Health 
Insurance Plan, which is just “socialized 
medicine,” provides second-rate medical care 
and fosters the decline of medical education, 
training, research, and the extension of con- 
trols over other professions. It will do away 
with personal privacy in medical matters, 
since the government will collect the taxes, 
control the money, determine the services, 
set the rates, and maintain the records. 

The office of the Federal Security Admin- 
istration proposes the multi-billion dollar 
program, which would set up the National 
Social Insurance System as the head. In such 
a case, vast sums of money would be required, 
both to support the new office-holders who 
would be necessary to run the system, and 
to build up reserve fund accounts in the 
treasury. Perhaps for the first year or two, 
taxes would be small, but as time goes on 
they would increase. To administer the pro- 
posed system the whole United States would 
have to be divided into administrative dis- 
tricts, each about the size of a city police 
precinct. Many thousands of administrators 
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and assistants would be required. The Fed- 
eral Security Administration would collect all 
the so-called “security taxes.” The tax esti- 
mates range from 20 to 30 per cent on every 
income in the nation. Half would be paid by 
the employee and half by the employer. Self- 
employed would pay the whole amount. There 
is no escape from the compulsory tax, for it 
has to be paid. This plan would supplant Vol- 
untary Health Insurance with socialized med- 
icine. Compared with the compulsory plan 
the voluntary plan now costs only $2.50 for 
an individual, or 4 per cent of a yearly in- 
come. 

Germany had the first and strongest all- 
inclusive program, but on account of many 
socialistic works in its government a dic- 
tator came into control, and the government 
was finally overthrown. England, for ex- 
ample, has a socialized system of medicine 
in which one doctor may see as many as 
eighty patients in four hours of office prac- 
tice. That permits about three minutes per 
patient for diagnosis and treatment. Eng- 
land’s adventure into socialized medicine has 
already proved two things. First, it has 
changed the status of the doctor. Second, the 
physician’s livelihood and professional ad- 
vancement have been taken over by a new 
master. The state pays him for his work 
with the citizen’s money. 

In our own country, the president, the 
Federal Security Administration, and those 
who believe in a socialistic state are for the 
Compulsory Health Insurance Plan. The ad- 
vocates of the plan see a vital need for some 
socialization of medical service, as there is 
a vast amount of illness in spite of the great 
advancement in the science of medicine. They 
believe that socialized medicine would pro- 
vide comprehensive medical care for all. They 
also point out that a lack of preventive serv- 
ice on the part of private practice is respon- 
sible for much sickness and that the cost of 
medical service under the present system is 
causing widespread hardship and dissatisfac- 
tion. 

On the other hand, the American Bar As- 
sociation, the United States Chamber of 
Commerce, the American Legion, and the 
Farm Bureau advocate the private practice 
of medicine. Almost all doctors and nurses 
are against the Compulsory Health Insur- 
ance Plan. They see no adequate need for 
a fundamental change in our system of med- 
ical service. They maintain that our present 
medical system is sound and that the quan- 
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tity and quality of service under private prac- 
tice is high. There is no popular demand by 
the people for a different system. Even if 
socialized medicine solved the problems of 
malnutrition, overcrowding, and poor living 
conditions, it would not create an interest 
on the part of the doctor toward his patients. 
The greatest needs of low income groups are 
adequate food, clothing, and housing rather 
than hospitalization and medical care. If the 
average American can afford a daily pack 
of cigarettes or a Saturday night movie, that 
family can afford the Voluntary Insurance 
Plan. 

The American supremacy in the field of 
medicine has been possible largely through 
two factors. The first factor is the complete 
liberty our forefathers won for us. Liberty 
places in human hands the power of choice. 
It inspired a young race to conquer and peo- 
ple a virgin continent, to perfect communica- 
tions, to invent new ways of doing old tasks, 
and then, still unsatisfied, to dream new 
dreams and bring them to amazing fulfill- 
ment. Save for the dynamic energy released 
by the practice of liberty, little progress 
would have been made in the standard of 
life and living upon the American continent. 

The second factor is the profound impulse 
of Christian philanthropy. Often other peo- 
ples, usually the less successful, have con- 
demned Americans as money-getters and 
profiteers. Nothing could more clearly show 
the falsity of this charge than the lavish 
manner in which the fruits of American 
business have been poured out for humane 
causes. Wherever human needs have appear- 
ed, Americans have been warmhearted and 
generous, giving freely of the substance 
earned by foresight and industry. As in no 
other land on earth, the earnings of Ameri- 
cans have been given to erect hospitals, sani- 
toriums and medical schools, and to further 
medical research. Yet persons argue that 
American medicine and surgery have not 
been perfect. What human activity has? 
Some people try to paint the American med- 
ical system as a low grade system. This fault 
cannot be laid at the feet of American doc- 
tors, nurses and hospitals, because their 
achievements have earned the respect of the 
world and helped to keep our country strong. 
American doctors and allied professions have 
worked toward great public health goals. 
Epidemics of diphtheria, smallpox, typhoid, 
and scarlet fever have been conquered. Yes, 
man’s average life span has been extended 
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thirty-three years. The humanitarian and sci- 
entific achievements of men under the Amer- 
ican medical system are bringing a sick world 
new hope and new health. 

The voluntary way is the American way— 
almost all Americans instinctively know this. 
It is the plan whereby the physician has the 
interest and welfare of his patients at heart. 
It is a superior plan to that in which the phy- 
sician sees eighty patients in four hours. Our 
country alone, among all the great nations 
of the world, still has opportunity and a 
great measure of individual liberty. If the 
fight against state socialism is lost here, the 
light of liberty will go out all over the world. 
The Compulsory Health Insurance Plan is 
a fast step toward a regimented state. Peo- 
ple who want America in political control 
have a short memory of American history 
and a shorter vision for the future of Amer- 
ica. The good common sense and love of lib- 
erty of the American people will defeat such 
plans as “socialized medicine.” 





Criss Award Given for Work In Medicine 


Because of thejr brilliant work in the develop- 
ment and use of Cortisone, Dr. Phillip S. Hench 
and Dr. Edward C. Kendall of the Mayo Clinic were 
named joint winners of the first Mutual of Omaha 
$10,000 Dr. C. C. Criss Award for outstanding con- 
tributions in the fields of public health and safety. 
Presentation of the award was made at the meet- 
ing of the American Rheumatism Association at 
Atlantic City on June 9. Dr. E. L. Henderson, pres- 
ident of the American Medical Association, intro- 
duced Dr. N. L. Criss, medical director and treas- 
urer of Mutual of Omaha, who honored each of 
the winners with $5,000 and a gold medal. 

The Dr. C. C. Criss Award was created in 1949 
in honor of the founder and chairman of the Board 
of Mutual of Omaha, world’s largest exclusive 
health and accident insurance company. Dr. N. L 
Criss, brother of Mutual’s founder, said: “It is 
our hope that this annual Award will stimulate and 
encourage others in the field of health and public 
safety and that the work of Dr. Hench and Dr. 
Kendall will serve as an example to other men to 
continue experimentation and scientific develop- 
ments in these fields for betterment of the world.” 





New, Safe Curare-Like Drug Developed 
For Use In Surgery 


A new drug called Mytolon, which makes deep 
anesthesia unnecessary when muscles must be re- 
laxed in the course of surgery, has been developed 
and found clinically useful in surgical operations. 

Mytolon has been proved more potent and safer 
than natural curare, the paralyzing and deadly ar- 
row poison of the Amazon Indians which has been 
used in diluted and modified form for such pur- 
poses. 


Mytolon will shortly be introduced nationally by 
Winthrop-Stearns, Ine. It will be made available 
to surgeons in 5 ec. ampuls containing 3 mg. pel 
ee. Average dose during surgery is from to 9 
mg. 
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JAMES WALKER MEMORIAL HOSPITAL 
POSTGRADUATE PROGRAM 


The 1951-52 program of year-round postgraduate 
medical education at James Walker Memorial Hos- 
pital in Wilmington has been announced by John 
W. Rankin, director of the hospital. “This year- 
round series of visits to our hospital,” stated the 
director, “is designed to bring to us and to the 
physicians of Southeastern North Carolina out- 
standing teachers and leaders in the medical pro- 
fession.” 

At the daily conferences from 5 to 6 p.m. and at 
the clinicopathologie conference held each Wednes- 
day at 7:30 p.m., licensed physicians and medical 
students are cordially invited to be present. There 
is no charge or registration fee of any kind for 
physicians attending these conferences, but all phy- 
sicians residing outside of New Hanover County 
are requested to register at the information desk 
in the lobby of the James Walker Hospital. The 
program is as follows: 

Visiting Chiefs, 1951-1952 
July 31- August 3, 1951 

Dr, Amos Christie—Professor of Pediatrics, Van- 
derbilt University School of Medicine, Nashville, 
Tennessee. 

August 14-17, 1951 

Dr. Frederick L. Good—Emeritus Professor of 
Obstetrics, Tufts College Medical School, and Chief 
of Obstetrics and Gynecology at Boston City Hos- 
pital and St. Elizabeth’s Hospital, Boston, Massa- 
chusetts, 

September 4-7, 1951. 

Dr, R. B. Raney—Associate Professor of Surgery 
(Orthopedics), Duke University School of Medicine, 
Durham, North Carolina. 

October 2-5, 1951 

Dr. Gordon P. McNeer-—Associate Attending Sur- 
geon, Memorial Hospital for the Treatment of Can- 
cer and Allied Diseases, New York, N. Y., and 
Consultant in Gastroscopy at Roosevelt Hospital, 
New York. 

November 6-9, 1951 

Dr. John Adriani—Director, Department of An- 
esthesia, Charity Hospital, New Orleans, and As- 
sistant Professor of Surgery (Anesthesia) Tulane 
University of Louisiana School of Medicine, New 
Orleans, Louisiana. 

December 4-7, 1951 

Dr. Thomas P. Goodwyn—Associate Professor of 
Clinical Surgery Emory University School of Med- 
icine, Atlanta, Georgia. 

January 8-11, 1952 

Dr. John A. Boone—Professor of Medicine, Med- 
ical College of the State of South Carolina, Charles- 
ton, South Carolina. 

February 5-8, 1952 

Dr. Emil Novak—Assistant Professor of Gyne- 
cology, Johns Hopkins University School of Medi- 
cine, Baltimore, Maryland. 

March 4-7, 1952 

Dr. Waldo E. Nelson—Professor of Pediatrics, 
Temple University School of Medicine, Philade!- 
phia, Pennsylvania. 

April 1-4, 1952 
_ Dr. Jack D. Myers—Assistant Professor of Med- 
icine, Duke University School of Medicine, Durham, 
North Carolina. 
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May 6-9, 1952 

Dr. William F. Rienhoff, Jr.—Associate Profes- 
sor of Surgery, Johns Hopkins University School of 
Medicine, Baltimore, Maryland. 
June 3-6, 1952 

Dr. Harry Walker—Associate Professor of Clin- 
ical Medicine, Medical College of Virginia, Rich- 
mond, Virginia. 





BOARD OF MEDICAL EXAMINERS 
OF THE 
STATE OF NORTH CAROLINA 


A meeting of the State Board of Medical Exam- 
iners, for the purpose of interviewing applicants 
for licensure by endorsement of credentials, will be 
held Saturday, July 28, at the Atlantic Beach Hotel, 
Morehead City, North Carolina, The board will con- 
vene at 9 a.m. 





NORTH CAROLINA TUBERCULOSIS ASSOCIATION 


Alton S, Pope, M.D., of Newtonville, Massachu- 
setts, now heads the National Tuberculosis Associa- 
tion, with Sidney J. Shipman, M.D., of San Fran- 
cisco, California, assuming the post of president- 
elect. Dr. Pope succeeds Dr. David T. Smith of 
Duke University. New vice presidents are Mark H. 
Harrington, Denver, Colorado, and Dr. Howard M. 
Payne of Washington, D. C. 

Secretary of the organization is Kemp D. Battle 
of Rocky Mount, North Carolina. Mr. Battle is a 
former president of the North Carolina Tubercu- 
losis Association and has been a NTA Board Mem- 
ber for two years. Collier Platt of New York City 
was renamed treasurer. ui 

Roland L. Garrett of Elizabeth City was recently 
elected president of the North Carolina Tuberculosis 
Association, succeeding Dr. Herman F. Easom of 
Wilson. Other officers.for the 1951-52 term include 
Elizabeth Smith, Goldsboro, vice president; Mrs. 
Leslie Barnhardt, Charlotte, secretary; T. W. Steed, 
Raleigh, treasurer. Dr. George T. Harrell, Winston- 
Salem, Dr. A. Derwin Cooper, Durham, and Ralph 
H. Scott, Burlington, were elected as members of 
the executive committee. 

ok * oS 

Dr, R. B. C, Franklin of Mount Airy has suc- 
ceeded Dr. M. D. Bonner of Jamestown as president 
of the North Carolina Trudeau Society. Other re- 
cently elected officers were: Dr. E. E. Menefee, Jr., 
of Duke University School of Medicine; Dr. Hege 
Kapp of Winston-Salem. 





NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


Dr. W. C. Davison, dean of the Duke University 
Medical School, has returned from a six week in- 
spection of the Atom Bomb Casualty Commission, 
this country’s long-range medical study of what 
happened to the Japanese survivors of the atom 
bombings in Hiroshima and Nagasaki. 

Although it is too early to know definitely, the 
dean stated, early data shows that two conditions 
have occurred at “higher than usual rates”: 

1, Cataracts of the eye are more numerous among 
those who survived. 


2, Leukemia (blood cancer) has been more fre- 
quent. 

“It should be emphasized however,” said Dr. 
Davison, “‘that these data represent only a relative 
“met and that the total incidence is extremely 
ow.” 
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A special “carbon dioxide” treatment for nervous 
disorders, begun at Duke Hospital six months ago, 
has been effective 86 per cent of the time, Dr. 
George A. Silver, associate in neuropsychiatry, said 
recently. The Duke psychiatrist described results 
obtained with 50 patients at the 1951 Duke Post- 
graduate Course. 

Patients inhale the gas, a mixture of 70 per cent 
oxygen and 30 per cent carbon dioxide, much as 
patients in the operating room receive anesthesia. 
“The treatment is easy to administer, safe, and 
inexpensive,” Dr, Silver told the physicians. 

Improvement has come to alcoholics and stutter- 
ers, and to patients with asthma, allergic skin reac- 
tions, and other conditions when they are linked 
with emotional upsets. 

2 Po Hs 

Dr. Clarence E, Gardner, Jr., professor of sur- 
gery, has been elected to the examining board of 
the American Board of Surgery, Dean W. C. Dav- 
ison announced recently. Membership on the board 
is limited to thirteen surgeons in the United States. 
Dr. Gardner will serve for six years. 

Hs ae % 

More than a score of scientists from all over the 
world have begun a four week graduate course in 
medical mycology, the study of fungus disease, at 
the Duke University School of Medicine. Directed 
by Dr. Norman F. Conant, professor of mycology, 
and director of the Duke Fungus Registry, the 
course provides student-scientists with a working 
knowledge of human fungi. 

Students work with patients, clinical material, 
cultures and laboratory animals. This is the fourth 
year the course has been offered at Duke since it 
was begun in 1948 in response to requests from 
scientists all over the world. It is an outgrowth of 
Duke’s Fungus Registry, one of the world centers 
of diagnosis and study of fungus disease. Dr. Con- 
ant returned last month from an eight week lecture 
tour of Europe, where he spoke on mycology at 
medical centers there. 

ne aK a 


Duke Hospital may have to close some of its beds 
or turn away some patients unless the current 
nursing shortage here can be met, F. Ross Porter, 
superintendent, has announced. During the month 
of May the hospital census was highest since the 
war-time peak in 1946, Porter said. The census 
this month is running well over 500 bed patients 
per day. Duke needs registered nurses immediately 
for full-time work, but those who could do only 
part-time work would be of “immeasurable value.” 

Porter, who is president of the North Carolina 
Hospital Association, said that the situation is sim- 
ilar in most other hospitals in the state and over 
the nation. “However,” he added, “the larger gen- 
eral hospitals are in some cases feeling the short- 
age more acutely than others, as both civilian and 
military demands for nursing care continue to 
increase,” 





NEWS NOTES FROM BOWMAN GRAY SCHOOL 
OF MEDICINE OF WAKE FOREST COLLEGE 


Dr. Robert L. McMillan, associate professor of 
clinical internal medicine, has been notified of his 
successful completion of the examinations of the 
American Board of Cardiology and is now a quali- 
fied specialist in that field. ; 


An exhibit on “Phospholipide Turnover in the 
Liver Determined by Radioactive Phosphorus” pre- 
pared at Bowman Gray School of Medicine won the 
silver award at the meeting of the American Med- 
ical Association in Atlantic City, New Jersey. The 
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exhibit is based on three years of research per- 
formed jointly by Dr. David Cayer of the depart- 
ment of internal medicine and Dr. W. E. Cornatzer 
of the department of biochemistry. Members of the 
department of medical illustration, under the di- 
rection of A. Hooker Goodwin, prepared the draw- 
ings, photographs, and wax models which make 
up the exhibit. 


Dr. Frank R. Lock, professor of obstetrics and 
gynecology, has been made associate dean of Bow- 
man Gray School. He recently succeeded Dr. C. C. 
Carpenter, dean, as medical director of North Caro- 
lina Baptist Hospital. 


Dr. W. E. Cornatzer, assistant professor of bio- 
chemistry since 1946 and a member of the 1951 
graduating class at the medical school, has resigned 
to become professor of biochemistry and head of 
the new department at the University of North 
Dakota School of Medicine, 


The school aneuk: sixty-one M.D. degrees and 
one M.S. degree at commencement exercises on 
June 10 and 11. The Weinstein award in obstetrics 
and gynecology went to Dr, Charles Hines Daugh- 
erty of Tulsa, Oklahoma, and the Shepardson award 
to Dr, Horace William Miller, Jr., of Asheville. 





NEW HANOVER COUNTY MEDICAL SYMPOSIUM 


The fifth annual medical symposium, sponsored 
by the New Hanover County Medical Society, will 
be held at Wrightsville Beach, Friday, August 24, 
1951. The one day symposium will begin at 10:00 
a.m., with registration and all meetings held at 
Lumina Pavilion. 

At 6:30 p.m., attending physicians will be guests 
at a barbecue supper. In addition, the Auxiliary to 
the New Hanover County Medical Society is plan- 
ning a “Dutch” noon-day luncheon for wives. 

Principal speakers, as announced by society offi- 
cers are: Dr. Hans Selye, professor and director of 
the Institute of Experimental Medicine and Sur- 
gery at Universitie de Montreal, who will speak on 
“‘Cortisone and ACTH”; Dr. Charles F. McKhann, 
professor of pediatrics, Western Reserve School of 
Medicine, whose subject will be “Convulsive Dis- 
orders”; Dr. John Pemberton, professor of surgery 
at the Mayo Clinic, who will discuss “Carcinoma of 
the Thyroid”; Dr. Isaac S. Tassman, associate pro- 
fessor of ophthalmology and chief of the ophthal- 
mology clinic, Graduate School of the University 
of Pennsylvania, whose subject will be “Fundus 
Changes in Vascular Disorders”; and Dr. Robert 
W. Johnson, Jr., professor of orthopedic surgery, 
Johns Hopkins Hospital, who will speak on “Arth- 
ritis.” 

Officers of the New 
Society are Dr. E. C. 
president, and Dr. W. F. 
secretary. 


County Medical 
of Wilmington, 
Wilmington 


Hanover 
Anderson 
Barefoot of 





UNION COUNTY MEDICAL SOCIETY 
Dr. R. H. 


Garren, Monroe eye and ear specialist, 


was honored upon the oe rg of his fiftieth 
year of practice of medicine by the Union County 
Medical Society at Hotel Monroe recently. 

Dr. Charles H. Pugh, president of the Seventh 
District Medical Society, Dr. Lucius N. Glenn and 
Dr. M. G. Anders of Gastonia, and Dr. J. H. Hemp- 
hill of Charlotte, plus the full membership of the 


county society, were present to celebrate “Dr. Gai 
ren Night,” in recognition of x long and out- 
standing years in the practice of medicine. Dr. J. 
G. Faulk was in charge of the able um, and was 


host to the society for a delicious steak dinner. 


Dr. Garren was born in Buncombe county on De- 


cember 6, 1872, the son of Joseph R. Garren and 
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Linda Calyton Garren. He attended Rutherford Col- 
lege in 1895-96 and graduated from the University 
of North Carolina with the class of 1898. He re- 
ceived his medical degree from the University of 
Tennessee in 1900. 

He practiced medicine in Old Fort and Bessemer 
City for 15 years and came to Monroe in 1916 
where he engaged in general practice until 1920. 
In that year he studied at the New York Post- 
graduate College and New York Eye and Ear Hos- 
pital and upon his return to Monroe specialized in 
the treatment of eyes and ears. 





NATIONAL SOCIETY FOR CRIPPLED CHILDREN 
AND ADULTS 


Alpha Chi Omega, national women’s fraternity, 
and the National Society for Crippled Children and 
Adults, the Easter Seal Agency, jcintly announced 
last month the names of six recipients of special- 
ized scholarships in cerebral palsy. Included in the 
group was Murray H,. Halfond, speech pathologist 
in the Department of Neuropsychiatry, Duke Uni- 
ee School of Medicine, Durham,: North Caro- 
ina. 

The scholarship program, sponsored by both or- 
ganizations, is part of a nationwide plan under- 
taken three years ago by the National Society and 
Alpha Chi Omega to help relieve the critical short- 
age of trained specialists needed to treat hundreds 
of thousands of cerebral palsied children and adults. 
Under this program, physicians, therapists, and 
educators receive graduate training in cerebral 


palsy. 





NATIONAL FOUNDATION FOR INFANTILE 
PARALYSIS 


The National Foundation for Infantile Paralysis 
announces a new type of short term predoctoral 
fellowships for undergraduate medical students who 
are interested in research in medicine and the re- 
lated biologic and physical sciences. The fellow- 
ships cover a minimum of two months experience 
in research under the direction of a competent in- 
vestigator in the laboratories of approved medical 
schools or research institutes in the United States. 

Under the plan, the dean of each four year med- 
ical school has the privilege of nominating one 
medical student to receive a fellowship. The Na- 
tional Foundation for Infantile Paralysis will pro- 
vide a stipend of $400 for each student who quali- 
fies for the summer laboratory study. 





AMERICAN HEART ASSOCIATION 


Dr. Louis N. Katz Becomes President 
of Association 


Dr. Louis N. Katz, director of cardiovascular 
research, Michael Reese Hospital, Chicago, was 
elected president of the American Heart Associa- 
tion for the 1951-1952 term, and the wife of the 
Vice President of the United States, Mrs. Alben 
Barkley, became a vice president at the annual 
meeting of the Association in June. Dr. Katz suc- 
ceeds Dr. Howard B. Sprague of Brookline, Massa- 
chusetts, who, by custom, will become chairman of 
the Association’s Scientific Council. 

Dr. Irving S. Wright, professor of clinical med- 
icine, Cornell University, New York, was chosen 
president-elect for the 1952-1953 term at a meeting 
of the Association’s Assembly, composed of dele- 
gates of affiliated heart associations throughout 
the country and representatives of the Associa- 
tion’s Scientific Council, Dr. Wright is president 
of the New York Heart Association. : 
* * co 
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Gold Heart Awards 


Gold Heart Awards for outstanding contributions 
in the field of heart and blood vessel disease and in 
furthering the program of the American Heart As- 
sociation, were presented last’ month at the Annual 
Dinner of the Association, at the Haddon Hall 
Hotel. Dr. Louis N. Katz, Chicago, newly desig- 
nated president, presented the awards to Dr. James 
B. Herrick, emeritus professor of medicine at the 
University of Chicago and the University of IIli- 
nois; Dr. Frank N. Wilson, professor of medicine, 
University of Michigan; a Dr. H. M. Marvin, 
associate clinical professor of medicine, Yale Uni- 
versity. 

oo ae 
First Career Research Investigator Appointed 


In announcing the appointment of Dr. Victor 
Lorber of Cleveland, Ohio, as its first Career In- 
vestigator, the American Heart Association recently 
became the first voluntary agency to undertake a 
program providing for continuing careers of scien- 
tific research investigators of proved ability and 
originality. 

Dr. Lorber, associate professor of biochemistry 
at Western Reserve University, will receive a start- 
ing annual stipend of $12,000 to conduct research 
relating to disorders of the heart and blood ves- 
sels. It is the intention of the Association to con- 
tinue this support throughout the productive life 
of the Investigator. 

In making the announcement, Dr. Louis N. Katz, 
president of the American Heart Association, point- 
ed out that the Association has established this 
first of a series of Career Investigatorships as an 
important phase of its over-all national research 
program, This new type of research support, which 
has long been advocated by leading scientists in 
this country, makes it possible for investigators to 
devote life-long careers to medical research. 

The Career Investigator, Dr. Katz said, is free 
to engage in research of his own choosing. He may 
work in any institution in the United States which 
offers adequate facilities. In addition to his annual 
stipend, a maximum of $7,500 per year is made 
available to the Investigator for technical assist- 
ance and supplies. The institution where he chooses 
to work will receive $1,000 annually for overhead. 





INTERNATIONAL COLLEGE OF SURGEONS 


The sixteenth annual assembly of the United 
States Chapter of the International College of Sur- 
geons will be held in Chicago on September 10 
through 13, 1951, with headquarters at the Palmer 
House. 

An excellent program has been arranged. Prom- 
inent surgeons from the United States and other 
countries will participate. Scientific sessions will 
be held by all specialty sections of the United 
States chapter, The annual banquet will take place 
on Wednesday evening, September 12. Mr. Lawrence 
Abel, F.R.C.S,. (Eng.), of London, will be the prin- 
cipal speaker. 

The assembly will conclude with the convocation, 
to be held in the Civic Opera House on September 
13, Senator Estes Kefauver will deliver an address 
on “The America of Tomorrow.” 

Hotel reservations may be arranged by writing 
to the Housing Division, Chicago Convention Bu- 
reau, 33 North LaSalle Street, Chicago 2, Illinois. 





AMERICAN COLLEGE OF CHEST PHYSICIANS 


The sixth annual postgraduate course in diseases 
of the chest sponsored by the Council on Postgrad- 
uate Medical Education and the Illinois State Chap- 
ter of the American College of Chest Physicians, 
will be presented at the St, Clair Hotel, Chicago, 
Illinois, September 24 through 28, 1951. 
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This course will emphasize the recent advance- 
ments in the diagnosis and treatment of chest 
diseases. The course is open to all physicians, but 
the number of registrants will be limited. Tuition 
fee is $50.00; applications will be accepted in the 
order in which they are received. Applications 
should be sent to the American College of Chest 
cornet 112 East Chestnut Street, Chicago 11, 

inois. 


NEW YORK POLYCLINIC MEDICAL SCHOOL 
AND HOSPITAL 


The most important guests were not present at 
the Hotel Claridge in Atlantic City on Tuesday, 
June 12, when the New York Polyclinic Medical 
School and Hospital honored Dr. Sidney V. Haas, 
staff professor of pediatrics, with a testimonial 
buffet supper, on the occasion of the publication of 
his Management of Celiac Disease. These guests 
were the 75,000 children Dr. Haas, now 81, has 
treated during his fifty-three years as a physician. 
ah Haas still practices pediatrics in New York 

ity. 

Management of Celiac Disease (Lippincott), pub- 
lished recently, represents the combined research 
efforts and experience of Dr. Sidney V. Haas and 
his son, Dr. Merrill P. Haas, also a pediatrician. 
Dr. Haas has a world-wide medical reputation as 
a pediatrician for establishing the value of the 
banana diet in the dreaded celiac disease and the 
use of atropin in pyloric spasm. 

Many physicians attending the American Medical 
Association convention in Atlantic City were pre- 
sent at the testimonial honoring Dr. Haas. 








TWENTY-FOURTH ANNIVERSARY NUMBER 
OF THE HEBREW MEDICAL JOURNAL 


The appearance of the Spring issue, Volume 1, 
1951, of The Hebrew Medical Journal (Harofe Hai- 
vri) inaugurates the twenty-fourth successful year 
of its publication under the editorship of Moses 


Einhorn, M.D. Written in Hebrew, with English 
summaries, the Journal is a contribution to the de- 
velopment of the Hebrew medical literature, and 
thus aids the newly established Hebrew University 
Medical School in Jerusalem. 

For further information, communicate with the 
editorial office of The Hebrew Medical Journal, 
983 Park Avenue, New York 238, N. Y. 





CITIZENS COMMITTEE FOR THE 
HOOVER REPORT 


Concerned over the medical unpreparedness of 
the nation and the uncoordinated use of the coun- 
try’s medical facilities, especially in the event of 
a foreign attack upon this country, twenty-one lead- 
ing physicians, representing thousands of doctors, 
have petitioned Congress for consideration of mea- 
sures to conserve medical and technical manpower. 

The petitioners are all members of the National 
Advisory Board of the Doctors Committee for Im- 
proved Federal Medical Services, a nationwide 
committee of doctors of which Dr. Robert Collier 
Page of New York, medical director of Standard 
Oil Co. (New Jersey), is chairman. The committee 
is an affiliate of the Citizens Committee for the 
Hoover Report. 

The joint statement was: 

“Seriously concerned with the conservation and 
wise utilization of scarce medical manpower, with 
its direct effect upon national health, medical re- 
search and civilian defense, the doctors of America 
are vitally interested in the recommendations of the 
Hoover Commission on federal medical services. 

“The bipartisan Hoover group’s study showed 
that five major and thirty smaller government 


BULLETIN BOARD 303 


agencies are independently carrying out diverse 
medical programs completely uncoordinated with 
one another. This has resulted in competition for 
doctors, nurses and technicians, wasted hospital 
facilities, unjustifiable expense to the citizen, and 
very often inferior services to beneficiaries. 

“A clear-cut plan for correcting this condition 
was offered by the Hoover Commission. In the 
present situation where every effort should be 
made to secure the nation against any emergency, 
the need for study of this plan is more acute than 
ever. 

“Therefore, we the undersigned, members of the 
National Advisory Board of the National Doctors 
Committee, urgently request Congress to give thor- 
ough and immediate consideration to the federal 
medical programs, so that steps can be taken to 
correct the grave deficiencies reported by the 
Hoover Commission.” 

Legislation on which the doctors urge consider- 
ation during this session is contained in Senate Bill! 
No. 1140 and an identical House Bill No. 3305, 
which are based upon recommendations of the 
Hoover Commission’s report. The bills are now be- 
fore the Senate and House Committees on Expendi- 
tures in the Executive Departments, Their passage 
would create a federal Department of Health with 
the authority to unify under one control, the now 
independent and competing federal medical serv- 
ices, with great saving of money and the release 
of scarce doctors, technicians, and nurses for gen- 
eral practice, 





DEPARTMENT OF THE ARMY 


Civilian Medical Care for Army Personnel 


Medical service is provided for Army personnel in 
the United States generally by dispensaries, infirm- 
aries, and hospitals located at the many Army in- 
stallations throughout the country. Where Army or 
other United States federal medical treatment fa- 
cilities are not available when medical service is 
required by Army personnel, however, the services 
of civilian physicians, clinics, and hospitals are 
necessary. The following criteria define the condi- 
tions under which individuals of the Army may be 
authorized civilian medical care at the expense of 
the Army. 

Civilian medical care (other than elective) at the 
expense of the Army is authorized for commissioned 
officers, contract surgeons when employed by the 
Army on a full-time basis, warrant officers, en- 
listed personnel, cadets of the United States Mili- 
tary Academy, general prisoners, and prisoners of 
war when these personnel are on a duty status or 
when they are absent from their place of duty, on 
leave or informal leave (pass) status. Applicants 
for enlistment in the Army and selectees also are 
authorized necessary civilian medical care at the 
expense of Army funds while they are being pro- 
cessed for enlistment or induction into the Army. 
Payment by the Army for civilian medical expenses 
incurred by Army personnel who are absent without 
leave is not authorized. 

Normally, civilian medical care for Army per- 
sonnel is authorized only when there are no other 
federal medical treatment facilities available. First 
aid or emergency treatment is authorized at any 
time, notwithstanding the proximity of Army or 
other federal medical treatment facilities. In this 
connection, emergency medical care may be defined 
as that required to save life, limb, or prevent great 
suffering. Surgical cperations should not be per- 
formed without prior approval of military author- 
ities, unless indicated as an emergency procedure. 
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Elective medical treatment in civilian medical treat- 
ment facilities or by civilian physicians will not be 
authorized, 

Civilian medical care of dependents of military 
personnel from civilian sources, at Army expense, 
is not authorized, Dependents of military personnel 
may obtain available medical care at Disartument 
of Defense medical facilities only. _ 

As a general rule, local military commanders will 
furnish the civilian medical agency with prior writ- 
ten authority for ordinary medical care to Army 
personnel under his jurisdiction. In such cases, prior 
arrangements with the civilian medical agency will 
be made by the individual or by a proper military 
authority. For emergency cases treated without 
prior written authorization, the surgeon of the 
nearest military command should immediately be 
notified by the civilian medical agency, giving the 
individual’s name, organization, nature of illness or 
injury, and statement of the practicability of trans- 
fer of the patient to an Army or other govern- 
mental hospital. The civilian agency or physician 
then will be advised without delay by the appro- 
priate authorities as to procedures to be followed. 

Bills for authorized medical care and treatment 
of Army personnel should be submitted to the 
commanding officer of the organization to which 
the patient belongs, or to the military authority 
who provided the authorization for the medical 
service. If the location of these individuals is not 
readily known, or if such military commanders au- 
thorizing treatment have moved to another station, 
the bill should be sent to the military authority 
listed below. 

For services rendered in the THIRD ARMY 
AREA, including Alabama, Florida, Georgia, Miss- 
issippi, North Carolina, South Carolina, and Ten- 
nessee, submit bills to: The Surgeon, Third Army, 
Fort McPherson, Georgia. 

The bill should show the full name, rank, and 
service number of the patient, place, and inclusive 
dates of treatment, diagnosis, and charges, all item- 
ized separately. The duty status of the patient at 
the time of illness or injury also should be shown, 
such as duty, leave, or pass. Payment will be ex- 
pedited if the following certificate is typed on the 
bill and signed: 

“I certify that the above charges are correct and 
just; that payment therefor has not been received; 
that the services were necessary in the care and 
treatment of the person named above; that the serv- 
ices were rendered as stated; and that the charges 
do not exceed those customarily charged in this 
vicinity.” 


(Title or Capacity) 


Further information may be requested of the 
military surgeon at the above address or from The 
Surgeon General, Department of the Army, Wash- 
ington 25, D. C. 

* He ae 
Improved Methods of Treating Frostbite 
Recommended by Army Military and 
Civilian Experts 

A team of military and civilian experts who spent 
a month in Japan and Korea studying frostbite 
cases have recommended improved methods of treat- 
ing this type of injury. Principal methods suggest- 
ed for treating frostbite include rest in bed and no 
smoking for all patients, daily foot care with a 
mild, non-irritating cleansing agent, a hospital ward 


temperature maintained between 72 and 78 degrees,,. 


the use of penicillin during evacuation for treat- 
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ment and employment of other antibiotics during 

treatment, and the delay of surgery until there is 

no question of demarcation of the affected part. 
He ok be 


General Bliss Honored 


After almost forty years of continuous Army 
medical service, climaxed by the last four years as 
Surgeon General, Major General R. W. Bliss was 
Shem a testimonial by Secretary of the Army 
‘rank Pace, Jr., at ceremonies held in the Penta- 
gon, May 31. 
Ms oo 1 
Major General Armstrong Takes Oath 

As Surgeon General of the Army 


Major General George E, Armstrong was sworn 
in June 6 as Surgeon General of the Army, at a 
ceremony in the office of General J. Lawton Col- 
lins, Chief of Staff of the Army. Major General 
William E. Bergin, the Acting Adjutant General, 
administered the oath, General Armstrong succeeds 
Major General Raymond W. Bliss whose retirement 
from the Army after 40 years’ service became ef- 
fective May 31. 





DEPARTMENT OF DEFENSE 


Low Death Rate of Enemy Prisoners Due to 
Army Medical Service Treatment 


Death among North Korean and Chinese Com- 
munist prisoners of war treated by the United 
States Army Medical Service at hospitals in Korea 
for battle wounds and injuries, over a six months’ 
period, have been only 7 per cent, the Department 
of the Army announced recently. 

“Judging by the high incidence of disease among 
captured Communist troops, the practice of pre- 
ventive medicine is not being carried out effec- 
tively in their forces,” atcording to Brigadier Gen- 
eral James S. Simmons, U.S.A. retired, forraerly 
Chief of the Preventive ‘Medicine Division, Office 
of the Army Surgeon General and now Dean of 
Harvard University’s School of Public Health. ““Cap- 
tured POW’s have had an unduly high incidence of 
diseases, including rr sg smallpox, typhus, ty- 
phoid, tetanus and other epidemic diseases.” 

The low and often nonexistent standards of med- 
ical care provided by the enemy for their own cas- 
ualties has also added to the United States Army 
Medical Service difficulties in Korea. Even at best, 
standards of treatment have been iow in the Com- 
munist forces, with undergraduate medical students 
filling most medical officers’ positions. Little or 
no provision has been made for drugs, equipment, 
or evacuation of casualties. Frequently, however, 
the enemy has shown utter indifference to the 
value of human life, and wounded men are left to 
die, with no treatment of any kind. While the net 
result is a depletion of enemy forces, it creates 
highly complicated and involved cases for the 
Army. 

“To neglect or mistreat prisoners of war would 
reduce us to the ethical level of the enemy,” Gen- 
eral Armstrong said, “and in the end the prestige 
of our country and of the other United Nations 
would inevitably suffer in the eyes of history. The 
International Red Cross has sent representatives to 
our prisoner of war hospitals who have, without 
exception, praised enthusiastically what we are do- 
ing for such prisoners, This is in contrast to the 
enemy’s refusal to permit representatives of the 
International Red Cross so much as to enter the 
North Korean area.” | 
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Dr. Spencer Named Director of Committee 
on Medical Sciences 


Appointment of Dr. Thomas B. Spencer as execu- 
tive director of the Committee on Medical Sciences, 
Research and Development Board, Department of 
Defense, has been announced by Dr. Lowell T. 
Coggeshall, chairman of the committee. Dr. Spen- 
cer succeeds Dr. Joseph M. Pisani, who will become 
assistant dean and instructor in medicine of the 
State University Medical Center at New York City. 

Dr. Spencer’s home was originally in Charlotte, 
North Carolina, 

%* aK 
Dr. Alfred R. Shands, Jr., Named Member of 
Armed Forces Medical Policy Council 


The Secretary of Defense, General Marshall, re- 
cently announced the appointment of Dr. Albert 
Rives Shands, Jr., as a member of the Armed 
Forces Medical Policy Council effective July 1, 1951. 
Dr. Shands will occupy the position on the Council 
formerly held by Dr. W. Randolph Lovelace,II, who 
accepted, effective July 1, the appointment as chair- 
man of the council. 

Dr. Shands is medical director of the Nemours 
Foundation and surgeon in chief of the Alfred I. 
duPont Institute of Wilmington, Delaware. He has 
been a civilian medical consultant to the Surgeon 
Generals of the three services. A graduate of the 
University of Virginia Medical School, Dr. Shands 
is a former professor of surgery at Duke Univer- 
sity. He is a visiting professor in orthopedic sur- 
gery at the University of Pennsylvania. 

uk sd % 
Dr. Blake Appointed By Army to Medical 
Research and Development Board 

Dr. Francis G. Blake, Sterling Professor of Med- 
icine at Yale University School of Medicine, has 
been appointed scientific director, Medical Research 
and Development Board, Office of the Army Sur- 
geon General, the Department of the Army has 
announced. 





FEDERAL SECURITY AGENCY 
National Cancer Institute 


Cancer of the skin is 95 per cent curable when it 
is diagnosed and treated properly in its early stages, 
according to Cancer of the Skin, one of two pam- 
phlets recently published by the Cancer Institute 
of the National Institutes of Health. Both publica- 
tions, were prepared as part of a cooperative effort 
with the American Cancer Society to promote pub- 
lic knowledge of how best to combat cancer. 

The other pamphlet, entitled Cancer of-the Gen- 
ito-Urinary Tract, also emphasizes the urgency of 
early diagnosis and treatment of cancer. Genito- 
urinary cancer is one of the most common types of 
cancer in men, accounting for one-fifth of all male 
deaths due to cancer. One warning that should nev- 
er be ignored is blood in the urine. While this does 
not necessarily indicate cancer, it should be brought 
to the immediate attention of a physician. The 
pamphlet particularly urges men past 50 to have 
regular physical check-ups. 

Other skin conditions which should bé particu- 
larly watched are: keratosis, a dry scaly patch 
usually darker than the surrounding skin, espe- 
cially when accompanied by bleeding; changes in 
moles, particularly dark brown or blue-black, which 
sometimes develop into a rare but extremely ser- 
ious form of cancer known as malignant melanoma; 
and leukoplakia, a white scaly thickening of the 
lip or membranes of the mouth. 

Pastes, ointments, or advertised cures are espe- 
cially dangerous in the treatment of skin cancer, 
the pamphlet emphasizes, since any self-treatment 
is likely to alter the appearance of the skin and 
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make diagnosis difficult. At the present time, there 
are only three accepted cures for cancer of the 
skin or any other site. These are surgery, -x-ray, 
and radium. 

Personal alertness to the signs and symptoms of 
cancer are emphasized throughout both of the re- 
cently published pamphlets as well as the other 
five of a series prepared by the National Cancer 
Institute, in cooperation with the American Cancer 
Society. The first of these publications, Cancer— 
What to Know, What to Do About It, discusses the 
cancer process, the known facts about its causes, 
the areas in which it appears, and the recognized 
treatments. 

(BULLETIN BOARD CONTINUED ON PAGE 308) 





Classified Advertisements 


OFFICE SPACE— CHAPEL HILL, N. C. 
Excellent opportunity for General Practice 
and/or Pediatrician. 
Ground Floor, Close in. 
Contact: James R. Farlow 
Attorney at Law 
Phone 5126 





FOR IMMEDIATE SALE 


One complete set of office equipment for the 
General Practitioner including modern prac- 
tically new equipment for a_ consultation 
room, two examining rooms, EENT exam- 
ining chair and equipment, Darkroom and 
fine x-ray equipment (Picker Century unit 
with 69 ma, double focal spot tube and all 
accessories). This equipment may be pur- 
chased in toto at a real bargain; will also 
consider offers for individual parts. Contact 
Dr. D. L. Phillips, Spruce Pine, N. C. 





FOR SALE 
DIVERS MEDICAL EQUIPMENT 

Burdick portable direct Electro-Cardiograph, 
Autoclave, Adjustable and Hamilton Exam- 
ining tables, Instrument-dressing table, Com- 
bined Oto-Ano-Scope, Double basin stand, 
Basinet, Obstetrical forceps, and more than 
100 other items. All new less than 1 year— 
seme unused—for private sale in toto or part 
from estate late General Practitioner. All 
may be inspected at 1512 Carr Street, Ra- 
leigh. Write, or telephone 8670. Mrs. Emily 
Richardson Kellam. 





WANTED 

General Practitioner to take over excellent 
practice in Piedmont Section of North Caro- 
lina. Practically new, completely furnished, 
nine-room air-conditioned office building. 
New 100 bed hospital in county; also near 
Charlotte. Good man should gross $15,000 to 
$20,000 first year. Address replies to J— 
Box 1606, Raleigh, N. C 





YOUNG ASSOCIATE WANTED 
In long standing EENT practice. $7,500 net 
first year, full partnership second year. In 
town of 28,000 population. Practice enough 
for two and opportunity to increase. Reply 
WLS, Box 1606, Raleigh, North Carolina. 








BOOK REVIEWS 


The Neuroses. By Walter C. Alvarez, 
M.D., Professor of Medicine, Emeritus, 
Mayo Foundation, University of Minnesota; 
Emeritus Consultant in Medicine, The Mayo 
Clinic. 667 pages. Price, $10.00. Philadel- , 
phia and London: W. B. Saunders Com-. 
pany, 1951. 


Perhaps no other doctor throughout his whole 
medical lifetime has been more intensely interested 
in the so-called neurotic patient than has Dr. Wal- 
ter Alvarez, Although he is certified as a gastro- 
enterologist, he is concerned with the patient as a 
whole, and is especially sympathetic with the sen- 
sitive, high-strung, overconscientious people who 
make up such a large proportion of medical prac- 
tice, but who are often brushed off with scant 
sympathy, or even with ill-concealed impatience. 
Over the years Dr. Alvarez has learned how to 
deal with these patients so as to inspire their con- 
fidence and to give them new hope, In this book 
he shares with his readers the experience thus 
gained. As he says in the preface, it is written by 
a non-psychiatrist for non-psychiatrists. It is a ver- 
itable postgraduate course in the diagnosis and 
treatment of functional diseases. 

The book is divided into six parts. Part I, the 
introduction, stresses the need for a better recog- 
nition of the neuroses and minor psychoses, be- 
cause of their prevalence and because they are so 
often overlooked. Part II, on diagnosis, gives nu- 
merous hints for recognizing the neurotic vatient, 
and for separating the wheat from the chaff in 
taking histories and in ordering laboratory tests. 
Part IIT deals with the causes of neuroses and psy- 
choses. One of the most important chapters in this 
part is the twelfth — “Little Strokes, a Common 
Cause of Nervous Syndromes.” Part IV discusses 
types of personality and several syndromes. Of 
particular interest in this section is the chapter 
on headaches. 

Part V takes up the psychosomatic features of 
the several specialties including pediatrics. Part VI, 
on treatment, is perhaps the most valuable—espe- 
cially chapter 26, “The Art of Convincing a Patient 
that His Troubles Are of Nervous Origin,” and 
chapter 27, “What Can the Patient Do to Help 
Himself ?” 

This reviewer would like to offer an obiection 
to the summary dismissal of the x-ray finding of: 
hyperostosis frontalis interna as “usually harm- 
less.” It is true that many experienced clinicians 
would agree; but there are many who are con- 
vinced that it represents a real clinical entity. 

Another protest is offered against the cavalier 
dismissal of belladonna and phenobarbital. So many 
experienced gastroenterologists have found these 
drugs helpful in treating their patients that it is 
hard to believe their effect is altogether upon the 
psyche of both doctors and patients, It may be that 
in combination they have a synergistic action, even 
in relatively small doses. 

These minor differences of opinion are not in- 
tended to detract from the real value of the book. 
In it Dr. Alvarez puts into plain, everyday talk 
the accumulated experience gained from seeing 
thousands of patients. To him patients are never 
“cases,” but human beings in need of help. Only 
a keen observer and an experienced clinician who 
genuinely liked people could ‘have written such a 
book. Every doctor who really wants to learn to 
recognize and to treat the neuroses would do well 
to purchase and read it from cover to cover, then 
put it close to his desk where he can refer to it 
again and again. : 
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Principles and Practice of Obstetrics. (Or- 
iginally by Joseph B, DeLee, M.D.) By J. 
P, Greenhill, M.D., Attending Obstetrician 
and Gynecologist, The Michael Reese Hos- 
pital; Obstetrician and Gynecologist, As- 
sociate Staff, The Chicago Lying-In Hos- 
pital; Attending Gynecologist, Cook Coun- 
ty Hospital; Professor of Gynecology, Cook 
County Graduate School of Medicine. Ed. 
10. 1020 pages, with 1140 illustrations on 
864 figures, 194 in color. Price, $12.00. 
Philadelphia and London: W. B. Saunders 
Company, 1951. 

This textbook continues to be a standard refer- 
ence for students and practitioners of obstetrics. 
Dr. Greenhill has extensively revised the previous 
edition, and references to the obstetrical literature 
have been brought » to date. An interesting and 
timely chapter by Helene Deutsch concerning the 
psychologic aspects of childbearing has been added, 
and recent developments in chemotherapy, erythro- 
blastosis, abortion, and the management of the 
medical diseases complicating pregnancy have been 
incorporated. The organization of the text is ap- 
propriate, and the obstetric teachings represent 
years of collective clinical experience in the “Chi- 
cago School.” The edition is extraordinarily weil 
illustrated and is adequately indexed. 





Natural Childbirth. By Frederick W. Good- 
rich, Jr., M.D., 168 pages. Price, $2.95. 
New York: Prentice-Hall, Inc., 1950. 


In the early pages of this manual for expectant 
mothers, natural childbirth is defined as “intellec- 
tual, physical, and emotional preparation for child- 
birth, to the end that mothers realize their poten- 
tialities and in so doing enjoy the bringing forth 
of their babies.” The implication in subsequent 
chapters is that fear not only lowers the threshold 
of pain, but actually causes a profound disturbance 
in the physiology and course of labor. The lay read- 
er will accept this idea more readily than will the 
student of uterine physiology. Many practicing 
obstetricians will recognize the good results ob- 
tained by Dr. Goodrich and his associates while 
finding it difficult to accept their reasoning as to 
the mechanism employed. Some will nagar the 
scientific soundness of the idea that pelvic rocking, 
perineal exercises, or abdominal breathing could 
change the course of labor or even indirectly pre- 
vent cervical dystocia, The advice to practice daily 
relaxation of all muscles including those of the 
face, saying to oneself “let go, let go,” will seem 


‘to many members of the medical profession a meth- 


od of self-hypnotism. 

If the author would report a series of cases in 
which other rituals were tried and failed, it would 
relieve the practitioner of an uneasy feeling of in- 
tellectual dishonesty in trying to explain natural 
childbirth to his patients. 

Though- the author stresses the importance of 
preparation for labor, he does not neglect the in- 
struction given in the usual manual for expectant 
mothers. Details of anatomy and physiology are 
presented, with several very helpful illustrations. 
The chapters dealing with prenatal care discuss 
the history, physical examination and laboratory 
tests of the first office visit, and deal tactfully 
with such controversial issues as diet and the minor 
complications such as nausea and constipation. The 
fetal and maternal changes in each trimester are 
discussed, and the hygiene of each trimester is well 
presented. A chapter each is devoted to relaxation, 
exercises, the physiology of labor, the psychology 
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of labor, the postpartum period, and going home. 
Both breast feeding and the rooming-in plan are 
favorably presented. 

On the whole, this book is pleasingly written, 
and shows much insight in dealing with the lay 
reader’s difficulties in understanding the technical- 
ities of the subject. It will no doubt give the reader 
an intelligent and enthusiastic approach to prenatal 
care, labor, delivery, and the postpartum period. 





A Textbook of X-Ray Diagnosis. By British 
Authors in Four Volumes. Ed. 2. Edited by 
S. Cochrane Shanks, M.D., Director, X-Ray 
Diagnostic Department, University College 
Hospital, London; and Peter Kerley, M.D., 
Director, X-Ray Department, Westminister 
Hospital; Radiologist, Royal Chest Hos- 
pital, London, About 2,568 pages, with 
illustrations, Price, $55.00 the set. Phila- 
delphia and London: W. B. Saunders Com- 
pany, 1950-51. 


The publication, in four volumes (Volume I on 
the head and neck, Volume II on the chest, Volume 
III on the abdomen, Volume IV on the bones and 
joints), of the second edition of Shanks’ and Ker- 
ley’s Textbook brings together in one unit the con- 
temporary aspects of the entire field of diagnostic 
radiology. Such a work as this must be reviewed 
from several points of view, as there is no simple 
way of characterizing such an exhaustive treatise. 
Readability is an important characteristic of any 
medical work to which reference may frequently be 
made, and the usefulness of such a work will prob- 
ably be directly related to this quality. The numer- 
ous English authors contributing to this work use 
a direct, clear, conversational style which, in the 
reviewer’s opinion, is much more to be desired than 
the dry cataloguing of descriptive and diagnostic 
data. 

Such a work not only must be readable, but the 
information which it contains must be easy to find. 
Comprehensive indexes serve this purpose, and 
tables of contents make it easy for the reader to 
refer to general subject material. 

It is to be expected, also, that such a work will 
be complete. The reviewer has made numerous tests 
of this completeness and has not failed to locate 
the information sought. This work, therefore, is not 
disappointing in this respect. For example, refer- 
ence is made to Albright’s description of the ab- 
sence of the normal shadow of the lamina dura in 
hyperparathyroidism. 

The illustrative material is generous in amount, 
excellent in quality, and apt in selection. Illustra- 
tions are ile with both the normal density rela- 
tions, as seen on the ordinary x-ray film, and, in 
many instances, with the densities reversed, as is 
common in many medical publications. This is nei- 
ther objectional nor confusing to the radiologist, 
and it should not be to others. The format is hand- 
some, and each volume can be held comfortably. 
This reviewer is impatient with large, unwieldy 
volumes, and the publication of this work in four 
volumes rather than two or three is an asset. (The 
volumes may be purchased separately.) The paper 
is heavy and the typography excellent. 

This is a work which will find its way into the 
library of most radiologists. Its usefulness, how- 
ever, is not limited to radiologists, for it is a def- 
initive reference work of the sort which ought to 
be on the shelves of any general or other practi- 
tioner making diagnostic x-ray studies. 
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An Introduction to Universal Serologic Re- 
action in Health and Disease. By Reuben 
L. Kahn. 155 pages. Price $3.50. New York: 
Commonwealth Fund, 1951. 


This text presents the universal serologic tech- 
nique with lipid antigen as developed by Dr. Kahn 
in the past quarter of a century, as well as an 
interpretation of its significance in health and di- 
sease. The technique is comprised of nine quanti- 
tative precipitation systems, each carried out with 
a different concentration of sodium chloride. The 


final results are based on the correlation of three 
readings, the first without incubation and the re- 
maining two after incubation in the ice box (3 to 
5 C.) for four hours and twenty-four hours respec- 
tively. The reading scale is the same as in the 
Kahn test, and the results are condensed into a 
graphic presentation based on semilogarithmic co- 
ordinates. 

The first chapter of the book is concerned with 
the development of the technique, and provides an 
excellent historical background. Chapters 2 through 
9 consider the universal serologic reaction in dif- 
ferent normal human beings, in the same human 
beings at different time intervals, in different ani- 
mals, and in syphilis, yaw, leprosy, malaria, and 
tuberculosis. Numerous charts showing the serol- 
ogic patterns obtained are presented. In chapter 
10 a limited study of serologic patterns obtained 
with the universal serologic technique in children 
institutionalized for developmental retardation, hy- 
drocephalus, and other brain defects is discussed. 
Further technical studies using different serum, 
antigen ratios and two different antigens are con- 
sidered in chapter 11. In chapter 12 the author dis- 
cusses the nature and significance of the universal 
serologic reaction. 

As Dr. Kahn points out: “The reaction gives in- 
dication of being of practical value in the study of 
human and anima! health and of different diseases. 
It has not yet reached the stage of practicability 
to be reported routinely to physicians. The reaction 
has reached the stage where it can be _ utilized 
jointly by the clinic and the laboratory in extend- 
ing the serologic studies presented in this volume 
and in bringing to light the precise value and lim- 
itations in human and animal health and in various 
diseases.” 

Although this book will probably be most useful 
to the immunologist and others specifically inter- 
ested in this particular field, the physician can also 
gain a very useful understanding of the universal 
serologic reaction from this text. 





The spirit of science also is needed in a troubled 
world. We need a rededication to the ideals of truth 
and justice. We need to remember that science dedi- 
cates itself to the discovery, organization and hu- 
manization of truth. We need intellectual integrity, 
not mere mental cleverness. We need wisdom— 
knowledge with the capacity to use it; we need 
clearer perception of objectives and the best means 
of attaining them; we need perspective in human 
affairs. We need to apply the rigid standards of 
scientific truth to the solution of human problems. 
We need to try to learn, not only how, but also why, 
people and peoples think, feel, and act as they do. 

hen we need to put ourselves in their place and 
contemplate the meaning of the Golden Rule, of a 
simple code of ethics. We need the scientific method 
and the scientific attitude in acquiring knowledge 
regarding human problems; we need to use that 
knowledge as a basis for wisdom and ethical con- 
duct.—Stakman, E. C.: Science and Human Affairs, 
Science 113: 137 (Feb.) 1951. 





